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A SYMPOSIUM ON THE TREATMENT OF 
ALCOHOLISM. 


THE TREATMENT OF ALCOHOLISM IN THE 
CITY HOSPITAL OF NEW YORK. 
By Joseen Corttns, M.D., 


Professor of Nervous and Mental Diseases at the New 
York Post-Graduate Medical School; Visiting Phy- 
sician to the City Hospital; Consulting Neuro!o- 
gist to the Hospital for Ruptured and 
Crippled, etc. 

- The treatment that patients, coming into 
the City Hospital suffering from the toxic 
effects of alcohol, receive varies with the 
symptoms that they present. In a general 
Way it may be said that we have three 
Classes of cases: (1) Those with frank 
delirium tremens; (2) those with such 


nervous manifestations as tremor, mental 
agitation, unrest, and  apprehensive- 
ness, with an insight into their condition; 
and (3) those who present the mild 
psychoses characterized particularly by 
amnesia, slight confusion, psychical and 
physical inertia. We have also in the 
hospital many other kinds of alcoholic dis- 
order or disease, such as Korsakow’s 
symptom-complex, multiple neuritis, the 
so-called alcoholic polyneuritic psychosis, 
and subacute gastroduodenitis, but these 
are not considered here because they are 
looked upon as individual diseases of man- 
ifold causation, excess in alcohol being 
merely one of the commonest causes. 

The treatment which our alcoholic 
patients receive varies with the form of 
alcoholism that they have. The treatment 
of the first of the above named 
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manifestations, viz., delirium tremens, is 
by far the most important to discuss be- 
cause the prognosis is so grave in these 
cases. The City Hospital receives trans- 
fers from hospitals under the direction of 
the Department of Charities, particularly 
from Bellevue Hospital, and directly from 
the Bureau of Relief. The patients are 
of the poor and the unfortunate. 
The vast majority of them have 
lived under the most unfavorable influ- 
ences and circumstances before coming 
into the hospital, their vitality is low, their 
strength exhausted, and frequently they 
have other diseases than the one from 
which they seek relief. They are there- 
fore a class of patients in which the mor- 
tality rate is bound to be high, entirely 
apart from the disease from which they 
suffer; This, in a measure, explains the 
difficulty of treating satisfactorily many 
of the cases of alcoholism that come to us. 

Delirium tremens patients that we have 
are of one of three kinds: (1) Those that 
have been to Bellevue Hospital in the alco- 
holic pavilion “threatened” with delirium 
tremens, but who after a few days’ tarry 
there seem to improve and are then trans- 
ferred to the City Hospital, where many 
of them develop frank delirium tremens; 
(2) those who go to the reception office of 
the Charities Department to seek relief 
for nervousness and prostration following 
a debauch; and (3) those who develop 
delirium tremens after they have been in 
the hospital a few days suffering from 
some acute disease such as pneumonitis, 
pleuritis, pericarditis, and acute articular 
rheumatism. Naturally the treatment dif- 
fers somewhat in each of them, just as it 
also varies with the patient’s vitality. 

The indications in the treatment of de- 
lirium tremens are: (1) To maintain the 
patient’s vitality; (2) to overcome the 
motor unrest and emotional agony; (3) 
to secure sleep. This we endeavor to do 
by giving the patient who is of average 
robustness, apart from the delirium tre- 
mens, 15 grains of gray powder, followed 
in six hours by a saline and copious 
draught of hot water to facilitate the 
action of the latter as well as for its 
diuretic and diaphoretic effects. There is 
very little use of administering either med- 
icine or food by the stomach before the 
portal circulation has been thus jogged 
and an attempt made to overcome the 
gastroduodenal congestion which invaria- 
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bly attends these cases. In many cases the 
mercury with chalk is repeated on the 
second or third day, and in certain cases, 
in which, judging from the condition of 
the tongue and breath, the bowels are in a 
very sluggish state, we add to it three 
grains of powdered jalap. 

The proper feeding of the patient is one 
of the most important features of the 
treatment. Predigested, partially digested, 
concentrated nourishment administered 
hot, by the stomach or rectum, or both, is 
what we depend upon to maintain the 
vitality of the average severe case of de- 
lirium tremens rather than stimulant. As 
a matter of fact we rarely use alcoholic 
stimulant in any case of uncomplicated 
delirium tremens whatever its gravity. 
When it is complicated with pneumonia, 
as unfortunately it not infrequently is, we 
give whiskey and brandy freely if there 
are cardiac and pulmonary indications that 
call for stimulation. I have tried the plan 
of giving small doses of alcohol for a few 
days to patients with delirium tremens, 
which one sees recommended now and 
then by writers, but I long since discarded 
it. Delirium tremens is an intoxication 
neurosis that develops only on the founda- 
tion of chronic alcoholism, and it would 
seem highly illogical to continue the in- 
toxication. In a few cases it is necessary 
in order to prevent collapse, but in my 
experience these cases are rare. 

The second indication in treatment, to 
overcome motor unrest and emotional 
agony, is accomplished by the use of the 
hot bath, the hot pack, and the adminis- 
tration of hyoscine hypodermically. Of 
these measures the first is by far the most 
important. Nothing pulls the patient's 
pulse up so quickly and makes him breathe 
more slowly, quells his delirium, and 
soothes him physically and mentally so 
much as a brief, very hot bath (from two 
to five minutes, temperature 110° to 115° 
F.), and especially if at the same time the 
patient is given a dose of trional or vero- 
nal taken with copious draughts of very 
hot water. The diaphoresis that follows, 
which can be enhanced and prolonged by 
having the patient wrapped in blankets, 1s 
usually followed by quiet and sleep. It 
often requires much force to get the 
patient into the bath, and manual restraint 
for a short time afterward, but the results 
are pleasant in the majority of instances. 
Similar results are to be obtained from the 

















hot blanket pack, although the latter is not 
to be compared with the hot bath as a 
vasomotor stimulant. This consists in 
wrapping the patient in woolen blankets 
that have been taken from hot water of 
140° to 160° F. and wrung mechanically. 
This pack acts first as a stimulant and 
then as a sedative. The patient is left 
from three to five minutes, depending 
upon the condition of his pulse, respira- 
tion, and temperature. It need scarcely be 
said that this pack is never utilized in 
febrile delirium tremens unless there is 
acute renal complication. As a matter of 
fact, we rarely use the hot pack when there 
is any indication that collapse threatens, 
while when such conditions exist we are 
very apt to use the bath. 

In the less severe cases of delirium tre- 
mens and delirium tremens occurring in 
individuals whose tissues are free from 
organic disease, the result of chronic alco- 
holism or other causes, and in febrile 
cases, the wet sheet pack, the water at a 
temperature of 65° F., the patient being 
enveloped from one to two hours, is advis- 
able. This is maintained to the so-called 
second stage, when the temperature of the 
warm, moist air surrounding the patient 
reaches about 95° F., the superheating 
stage. Overheating is carefully avoided 
by withdrawing most of the covering of 
the sheet as soon as reaction is well estab- 
lished and before such symptoms as blush- 
ing of the face and increased restlessness 
appear. Not infrequently patients fall 
asleep while in the pack. It is a valuable 
measure in the treatment of mild forms of 
delirium tremens. 

When these measures do not suffice we 
resort to hyoscine hydrobromate, given 
hypodermically, from 1/100 to 1/50 of a 
grain dose. When this does not effect- 
ually cause sedation we have no hesitation 
in doubling it. As a rule it may be said 
that we make little use of drugs that are 
frequently employed in delirium tremens, 
such as opium, chloral, and the bromides. 
Of course it is easy to restrain a patient 
with delirium tremens by giving him a 
quarter or a half grain of morphine hypo- 
dermically, especially if 30 grains of one 
of the bromide salts and from 15 to 20 
grains of chloral are given at the same 
time, but we are convinced that such drug- 
ging does more harm than good by adding 
to the patient’s asthenia and to the hemo- 
lysis which exists in nearly every case. 


ORIGINAL COMMUNICATIONS. 





507 





The third indication for treatment, viz., 
securing sleep, is accomplished partly 
by drugs and partly by hydriatic pro- 
cedure. The drugs that we use are prac- 
tically three—trional, veronal, and paral- 
dehyde—and the reliance which we place 
upon them, apparently, judging from the 
frequency with which they are used, is 
indicated by the order in which they are 
enumerated. Although veronal, one of 
the most recently introduced hypnotics, 
has something to be said in its favor, and 
particularly that it produces a hypnosis 
more profound than that caused by trional, 
there are disagreeable features attendant 
upon its use which compel us to admit that 
trional is the more suitable hypnotic. My 
experience with veronal, which I have 
used upward of a year in a great many 
cases of insomnia of manifold causation, 
is that it causes quite the ideal artificial 
sleep, it sometimes produces motor inco- 
ordination, especially of the lower extrem- 
ities, erythematous eruption, neuralgia, 
and it diminishes the solids and urine. 
Although trional will do all of these, I 
have not noticed any one of them with 
anything like the frequency that I have 
after giving veronal. Nevertheless, vero- 
nal is an excellent hypnotic, and the sleep- 
producing effects are greater than those 
of trional, given in from 10- to 15-grain 
doses. It usually produces sleep after the 


“second or third dose in patients with delir- 


ium, whereas trional must be given often- 
times in twice or in three times this quan- 
tity before any considerable hypnosis re- 
sults. We have the best results from the 
administration of trional when we give 
it in 10-grain doses every hour and with 
large draughts of hot water. After from 
four to six doses have been taken the 
patient usually secures a more or less 
protracted sleep. 

Paraldehyde is the most reliable of all 
hypnotics. Every one who has much ex- 
perience in nervous and mental diseases 
will concede that this is a fact. It is 
never a pleasant medicine to take, and if 
given frequently it is sure to disorder the 
digestion. In delirium tremens the suba- 
cute or chronic gastroduodenal catarrh is 
almost invariably present, and paralde- 
hyde tends to increase it and exaggerate 
it; for this reason we never give it in the 
City Hospital as a routine measure, but 
when other hypnotics fail we rely upon its 
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administration in producing sleep and 
are rarely disappointed. 

The general treatment of the patients 
with uncomplicated delirium tremens need 
not be particularly dwelt upon. The 
necessity for keeping the avenues of elimi- 
nation open—+.e.; the bowels, kidneys, and 
the skin—is as urgent in delirium tre- 
mens as it can well be. The surplus of 
poison within the system must be got rid 
‘of through these avenues, and if they are 
not organically diseased, especially the 
kidneys, they may all be made to work 
vigorously with advantage to the patient. 

The treatment of the second class of 
patients that we receive—i.c., those who 
are suffering from mild attacks of delir- 
ium tremens—differs materially from that 
just outlined. Many of these patients 
have had one or more attacks of frank 
delirium tremens, and they have sense 
enough to seek relief for the condition 
whose symptoms they interpret as herald- 
ers of an attack. In these cases the treat- 
ment usually consists of the administra- 
tion of gray powder and jalap, alkaline 
diuretic drink, peptonized milk, and an 
occasional dose of sleep-producing medi- 
cine. We rely most upon the evacuants 
and upon feeding. 

In the third class of cases—t.e., those 
who develop delirium tremens after they 
are in the hospital a few days suffering 


from one of the acute infectious diseases * 


—the most important feature in the treat- 
ment, in addition to the ordinary treat- 
ment of delirium tremens, is stimulation. 
We find that these patients must have 
stimulant early, and the stimulant par 
excellence for them is alcohol. It has been 
our experience that it is a waste of time 
to use strophanthus, camphor, or digitalis ; 
alcohol: is the only thing that seems to 
reach their jaded sympathetic nerves. We 
use digitalis especially when the pulse is 
weak, feeble, and rapid, and the delirium 
undergoes a corresponding change—.e., 
becomes asthenic in character. But we do 
not rely upon it alone. We use it in con- 
junction with alcoholic stimulants. 

In conclusion it may be said that al- 
though the therapeutics must vary in each 
case, and the indications in one in- 
stance may be very different from those in 
another, nevertheless there are a few 
underlying principles in the treatment of 
all the cases. In the first place, it is the 
opinion of the writer that sedatives are 
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used too often and too indiscriminately, 
Again, in the treatment of all cases, the 
indications are to secure sleep, to over- 
come mental and motor unrest, to support 
and maintain the patient’s vitality, and 
while so doing to endeavor to eliminate 
the toxic agency from the body. Finally, 
the greatest care should be taken in the 
application of mechanical restraint of all 
forms of asthenic delirium lest the en- 
croachment upon respiratory mechanism 
lead to supplemental complications and 
jeopardize the life of the patient. The 
State Commission in Lunacy of New 
York have recently contributed to the 
humane methods of treating insanity by 
issuing an order that no manual restraint 
shall be applied unless a nurse is on guard 
all the time while it is on, and for no 
longer than a brief, stated period. There 
will rarely be any necessity for mechanical 
restraint in any case of delirium tremens 
if the indications above outlined are fol- 
lowed. 

Delirium tremens is a grave disease at 
all times, and especially is it hazardous to 
the life of those who have organic disease 
of any kind. Disease of the organs of 
elimination and circulation adds_ enor- 
mously to the gravity of an attack. In 
such cases treatment must be directed 
early and vigorously to the infirm organs. 


ALCOHOLISM AND ITS TREATMENT AMONG 
THE INSANE. 
By H. W. MitcHett, M.D., 


Senior Assistant Physician in the Danvers Insane Hospi al, 
Massachusetts. 


The treatment of alcoholism in all its 
phases leads one into many fields. It is 
not the purpose of this article to discuss 
the subject in its broadest view, but to 
limit observations to that group of alco- 
holic cases requiring treatment in the pub- 
lic insane hospitals. The number of in- 
sane as a result of alcoholic habits is large 
and relatively increasing. Conservative 
estimates, both in this country and 
Europe, show that from 15 to 25 per cent 
of the admissions to insane hospitals are 
cases in which alcohol is the prominent 
etiological factor. It follows that phy- 
sicians among the insane have a consider- 
able experience in the observation and 
treatment of a peculiar group of alcoholic 
victims, showing the worst effects of 
inebriety. 




















We may, for the sake of clearness, 
describe the cases under the terms acute 
and chronic alcoholism, placing under the 
former heading the cases of delirium 
tremens, and of acute alcoholic hallucino- 
sis, and including under the latter cases of 
alcoholic delusional insanity, dementia, 
and the so-called dipsomaniacs showing 
no special mental symptoms, afd who in 
some localities are cared for largely in the 
insane hospitals, and in others are sent to 
penal or special institutions. 

In the case of delirium tremens we are 
dealing with an acute disease of a few 
days’ duration tending to self-limitation 
and recovery, barring complications. It is 
of the highest importance that the case 
should receive careful nursing and medical 
attention from the onset of symptoms un- 
til convalescence is established. It is too 
often the case that a patient is compelled 
to pass one or more days in the police 
station during the height of symptoms, 
exhausting strength and _— sustaining 
bruises which are often the seat of subse- 
quent infections, becoming serious com- 
plications because of the patient’s weak- 
ened powers of resistance. It is the duty 
of public officials to devise means whereby 
these patients may speedily be placed 
under appropriate environment and _ not 
left to the care of station-house officers. 

The indications for treatment in this 
acute toxic delirium are to lessen motor 
excitement, sustain strength, promote 
elimination, and to induce sleep. 

It is a serious mistake to employ 
mechanical restraint or the solitude of a 
padded room as the routine treatment of 
acute alcoholic cases. In home care it 
may seem necessary to employ restraint, 
and in the hospital it may be an easy 
solution of the problem to close the door 
of a padded room upon the delirious 
patient and leave him to exhaust strength 
following his delirious inclinations, but 
either procedure should be regarded as a 
measure of expediency not to be employed 
when other methods of care are possible. 
The delirium is usually of a nature pecu- 
liarly ameliorated by the constant efforts 
of.a well trained nurse. Such a one by 
tactful conversation and attention can 


often accomplish the seemingly impossible 
by keeping the patient resting more or less 
quietly in bed until sleep can be induced. 

During the early stages of delirium the 
prolonged warm bath will be found to in- 
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fluence motor excitement favorably, the 
patient often submitting to prolonged im- 
mersion with little active objection. 

The wet pack may be substituted for 
this measure, but active objection on the 
part of the patient interferes with the 
proper technique, and it is contraindicated 
unless this can be carefully followed. 

The control of motor excitement is of 
prime importance because of its harmful 
influence upon the often weakened heart 
of alcoholic subjects. Rest in the recum- 
bent position, with the least possible ex- 
penditure of the patient’s strength, is the 
end to be obtained, if possible. 

To sustain the strength nutritious liquid 
food should be given freely at regular in- 
tervals, if the stomach permits. The cir- 
culatory system will often need stimula- 
tion. Strong tea or coffee, strychnine, 
digitalis, or normal salt enemata or infu- 
sions, can be employed as indicated. Much 
is said for and against the use of alcohol 
as a stimulant in delirium tremens. Each 
physician must choose for himself whether 
its administration is or is not indicated. 
It is argued that as delirium tremens often 
seems to follow the sudden cessation of 
drinking habits, its gradually decreasing 
use is of benefit. The burden of proof 
rests with those who hold this theory. It 
is certain that the withdrawal of alcohol 
does not affect a series of cases unfavor- 
ably, either as related to severity of symp- 
toms or mortality. In view of the some- 
what questionable value of alcohol as a 
therapeutic remedy, one finds it difficult to 
believe that its use is of any benefit in the 
treatment of a condition unquestionably 
due to its toxic influences on the nervous 
system. 

The bowels and kidneys should be kept 
active to promote elimination. In asthenic 
cases frequent enemata of saline solution 
may be found to serve the double purpose 
of stimulation and elimination. 

To promote sleep is the chief indication, 
and no routine measures can be expected 
to produce uniformly good results. In 
some cases sleep will often follow the use 
of the warm, full bath and the wet pack, 
while others will tax all resources. The 
hydrotherapeutic measures can well be 
tried in all cases, and, supplemented by 
drugs, give excellent results. In the selec- 
tion of the latter one finds unlimited 
choice. No one hypnotic seems to have a 
specific action in alcoholic delirium. 
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Chloral is to be used sparingly because of 
its depressing effect on the heart. Opium 
preparations do not meet the indications. 
Sulphonal, trional, and similar remedies 
are uncertain and often ineffective. 
Hyoscine hydrobromate, gr. 1/100, with 
morphine sulphate, gr. 4% to %4, has been 
found to be a fairly reliable combination, 
and to have no appreciable bad after- 
effect. Some recommend the former drug 
in frequent doses until the amount used 
in twenty-four hours may equal %4 grain. 
It is doubtful if best results are obtained 
by such liberal use of the drug. Paralde- 
hyde, in doses of one to two drachms, is a 
particularly reliable hypnotic, and so far 
as observed can be safely used in all cases. 
It should be a general rule to produce 
sleep with the least possible depression. 

It is a mistake to conclude the patients 
are well able to care for themselves when 
the delirium has but just subsided and 
strength partially restored. Even though, 
with characteristic lack of proper insight, 
they see no reason for this conclu- 
sion, detention in hospital from three to 
six months is best for the patient. Tonics 
and hydrotherapy, combined with fresh 
air, light exercise, full diet, and complete 
abstinence from alcohol, are imperative 
measures to be followed for a long period 
if the poisoned nervous system is to be 
restored to a condition where it can best 
withstand the renewed alcoholic indul- 
gence which so frequently follows. It 
should be the aim to release the patients 
only when restored to the best possible 
physical condition, and to strengthen by 
every moral influence the weakened will- 
power to resist further temptation. Con- 
tinued indulgence after delirium tremens 
is often followed by development of a 
chronic alcoholic psychosis. 

The many possible complications re- 
quire symptomatic treatment, but the indi- 
cations outlined above are still to be met. 

Alcoholic hallucinosis may be of the 
acute or subacute type, and in the former 
often simulates delirium tremens, but the 
characteristic physical condition and signs 
of delirium are wanting. The physical 
symptoms require much less attention; 
tonic treatment is usually sufficient, 
though hypnotics may be needed for a 
short time. During the period of active 
visual and auditory hallucinosis careful 
oversight must be maintained because of 
the danger of violence and suicidal im- 
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pulses. In the writer’s experience about 
20 per cent of cases showed active suicidal 
tendencies. 

In the subacute type there is danger of 
recurrence of mental symptoms, after 
weeks of apparently normal attitude. 
Careful observation should be prolonged 
for several months after disappearance of 
mental symptoms. 

The mortality in uncomplicated cases of 
acute alcoholism is practically mil. In 
general hospitals, where complications are 
usually present, the results must vary with 
the severity of complications. Recur- 
rences are only too common in the experi- 
ence of hospital physicians, and the at- 
tacks are frequently followed at a longer 
or a shorter interval by development of a 
more serious alcoholic psychosis, as a 
direct result of resumption of drinking 
habits. 

A few words may be spared to a de- 
scription of the varying conditions found 
in chronic alcoholism. 

Among the so-called dipsomaniacs we 
find many who are constant and persistent 
consumers of alcohol whenever the oppor- 
tunity is presented to satisfy their appe- 
tites, and the only prolonged abstinence 
they experience is during the periods of 
confinement resulting from their dissipa- 
tion. The toxic effect of alcohol is thus 
cumulative and results in weakened will- 
power, loss of finer sensibilities and mental 
capacity. With patients of this class little 
can be done for their improvement beyond 
giving them temporary relief from the 
immediate effects of excesses. The only 
hope is to arouse the will-power of the 
inebriate to a continued struggle against 
the appetite, and to place him under influ- 
ences calculated to make his task possible. 
Relapses occur in the great majority of 
cases that have progressed so far as to 
require hospital commitment. 

Another class of inebriates is recog- 
nized who have periodic excesses and who 
in the intervals are total abstainers. To 
some of these alcohol is even repugnant 
when not under its influence. A change 
in mental state precedes the periods of 
excesses. It is characterized frequently by 
depression, anxiety, and _ restlessness. 
This condition has been considered by 
some to be one of the manifestations of 
psychic epilepsy, and the rational treat- 
ment is preventive. The-condition should 
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be recognized and restrictive measures 
adopted until the desire for drink has 
passed. 

The cases of alcoholic delusional insan- 
ity often terminate in states of hopeless 
dementia, for which custodial treatment is 
the only indication. In every case of this 
psychosis the patient should be carefully 
watched or restrained until the activity of 
hallucinations and persecutory delusions 
has subsided. The danger of homicidal or 


suicidal attempts is very great during the ° 


early period of the psychosis, and freedom 
from alcohol for a long period after the 
cessation of all signs of active mental dis- 
turbance is the only measure that offers 
the patient hope of permanent improve- 
ment. 

In the treatment of these states alcohol 
in any form is absolutely contraindicated, 
and the subsequent health of the patient is 
rarely maintained unless the habit is com- 
pletely suspended. It is not safe for the 
individual weakened mentally and physi- 
cally by prolonged excesses to tempt fur- 
ther misfortune by the mildest indulgence. 
The confidence of the patient in his ability 


to drink moderately and the resulting fail- 
ure are proverbial. Total abstinence is the 


only end to be sought. How to secure this 
result should be the study for each case. 
It is not sufficient to explain to the con- 
valescent alcoholic the need of future 
abstinence, and leave him to the sole use 
of his limited powers of self-restraint. 
Impress upon him the fact that future 
health depends upon total abstinence, and 
in addition give every aid that family in- 
terest can afford. If possible, bring him 
under influence of temperance societies. 
The writer has induced many patients to 
take a pledge with their clergymen, with 
successful results for years in a minority 
of cases. It must be recognized that the 
confirmed alcoholic is often unable to 
exercise ordinary powers of resistance, 
and that his honest desire for reform must 
be supplemented by the active codperation 
of associates or family. 

The therapeutic measures in uncompli- 
cated cases of chronic alcoholism are sim- 
ple. Institution care, where habits can be 
controlled, is indicated. Small doses of 
the bromides for a short period are useful 
to allay the tremor and restlessness and 
induce sleep. The frequent gastric dis- 
turbances rapidly disappear after the ces- 
Sation of alcohol, and adoption of diet 
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chosen with reference to the condition. 
Bitter tonics may be useful in restoring 
appetite. Elimination by simple diuretics 
and aperients can be supplemented by 
diaphoresis induced by wet packs or hot- 
air cabinet, according to the strength of 
patient. The latter procedures should be 
followed by cold spray or douche, the 
temperature and duration being deter- 
mined by the conditions of each case. 

Nux vomica, strychnine, iron prepara- 
tions, cod-liver oil, are to be used as 
needed. Tonic hydrotherapeutic treat- 
ment is always useful and gratifying to 
the patient. It should be graded so as 
to produce the vasomotor reaction that is 
the guide in these measures. 

The iodides and gold salts are recom- 
mended for alterative effect. 

There is no specific drug for cure or 
prevention, despite the widely advertised 
“cures.” 

The period of detention is often too 
short. In delusional cases the time should 
be determined by the mental symptoms. 
In others it is best to continue the institu- 
tion care from six to twelve months. 
During the larger part of this period the 
patient should be encouraged to take up 
regular daily work, suited to strength and 
capacity, preferably in the open air. For- 
mation of habits of idleness should be dis- 
couraged. 

In addition to the forms of chronic 
alcoholism mentioned, there is a_ small 
group, something under five per cent of 
the alcoholic cases treated in insane hos- 
pitals, of alcoholic polyneuritis with the 
Korsakoff symptom-complex. Absolute 
rest in bed is required until signs of active 
neuritis have subsided, when gentle mas- 
sage and mild faradic muscle stimulation 
may be employed, and exercise slowly and 
gradually adopted. The general treat- 
ment should be along the lines mentioned 
in other cases of chronic alcoholism. 
Prognosis should be guarded, as a state of 
permanent mental enfeeblement often 
results. 

Such measures of medical care and 
supervision, regular habits and occupation, 
continued for many months, and followed 
by constant employment of all possible 
moral support after discharge, furnish the 
best known treatment for cases of chronic 
alcoholism. Relapses must be expected 
frequently even in apparently hopeful 
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cases, and should be met by prompt recom- 
mitments. 

It would seem best for the economic 
interests of society to demand the perma- 
nent detention of intractable cases and 
their employment in some industrial pur- 
suit. 


THE TREATMENT OF ACUTE ALCOHOLISM. 
By Frep. C. Jounson, M.D., 


Assistant Chief Resident Physician, Philade'phia 
General Hospital. 

In writing upon the treatment of alco- 
holism one is confronted by the array of 
excellent articles from eminent authorities, 
discouraging to the aspirant for origi- 
nality in this branch of therapeutics. As 
the Philadelphia General Hospital, at the 
present time, admits only complicated 
cases of alcoholism—that is, those having 
or verging on delirium tremens—I shall 
confine myself to the treatment of this 
class of cases. 

Clemens, of St. Louis, in an excellent 
article on delirium tremens (Philadelphia 
“When 


Medical Journal, vol. 78) says: 
a chronic alcoholic becomes fidgety, com- 
plains of insomnia, and is off his drink, 
an attack of delirium tremens is not far 


distant.” Had he said nourishment in- 
stead of drink, I believe the cardinal pre- 
disposing factor would have been more 
specifically indicated. 

It has been very properly called a “‘star- 
vation delirium,” and it seems a fairly 
justifiable assertion that the alcoholic who 
can and does eat regularly during his de- 
bauch seldom develops delirium tremens. 
I have questioned a great many patients 
on this point and have invariably received 
the same answer, viz., “I have eaten 
scarcely anything in two or three weeks.” 

I shall not discuss the differential diag- 
nosis, but proceed to outline the treatment 
of these cases as pursued in this institu- 
tion. 

Upon the admission of a case all 
alcoholic stimulation is immediately 
withdrawn and_ eliminative measures 
instituted. When the presence of unab- 
sorbed alcohol in the stomach is suspected, 
the tube is passed or apomorphine hydro- 
chlorate (gr. 4%) administered hypoder- 
mically. The latter has usually proven 
efficacious, and sedation has often been 
noted for a few hours afterward. Possi- 
bly the subsequent exhaustion is contrib- 


utory to that end, although no deleterious 
effects have followed the use of this drug. 

A course of calomel followed by salines 
is routine treatment when the stomach is 
retentive. Lavage usually insures relief 
in most of the cases of persistent vomit- 
ing; milk and lime water as a diet, with 
the occasional exhibition of cerium oxa- 
late, will do much toward establishing nor- 
mal assimilation. 

Mindful that all alcoholics are starved, 
or at least underfed, the institution of 
proper dietetic measures early is most de- 
sirable. 

Highly concentrated liquid nourishment 
is given every two or three hours as the 
exigencies of the case may suggest. 
Broths, beef extracts, peptonized milk, 
raw eggs beaten in milk, and kumiss are 
given alternately. The addition of pow- 
dered capsicum to hot broths is especially 
useful. During convalescence a_ stom- 
achic of tincture of nux vomica, tincture 
of capsicum, and compound tincture of 
gentian is most useful. Chloral hydrate 
has proved a sovereign remedy in the 
treatment of these cases. It was the choice 
of the late Dr. D. E. Hughes, who con- 
tended that it was not to any marked de- 
gree a cardiac depressant. It has been 
used boldly in cases in which delirium 
tremens was apparently inevitable, with 
decided beneficial results in warding off an 
attack. As much as 40 grains has been 
given every four hours until the desired 
result was obtained. In cases manifesting 
cardiac asthenia, strychnine nitrate, atro- 
pine, aromatic spirit of ammonia, or infu- 
sion of digitalis are combined with this 
sedative. Morphine is used most cau- 
tiously, especially in the presence of 
demonstrable renal complications. Hyo- 
scine hydrobromate, although a much 
lauded remedy, has in my personal experi- 
ence proven disappointing and unreliable. 
At times its use has been followed by 
great excitation of the nervous system 
with subsequent profound prostration. 
The practice of giving 20 to 30 grains of 
trional every four hours during the day, 
with an evening dose of chloral hydrate 20 
to 30 grains, has given excellent results 
in a great many cases. New preparations 
are tried from time to time, only to return 
to the use of chloral eventually. 

It-is most important to keep the bowels 
well open during the use of the sedative, 
thereby avoiding the dangers of intestinal 


. 
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paresis, which not infrequently occurs. 
Bladder percussion of course is an import- 
ant feature of routine examination, 

Warm sponge baths, and in_ sthenic 
cases hot packs, are borne well when renal 
failure is obvious. Normal salt solution 
by enteroclysis is also useful in this condi- 
tion and possesses the added advantage of 
materially increasing the appetite. Pilo- 
carpine is seldom used. In this hospital 
there exists an apparently well founded 
tradition of idiosyncrasy for this drug on 
the part of the negro. It is interesting to 
note in this connection that negroes are 
seldom seen in the alcoholic wards of this 
institution, and delirium tremens among 
them is most rare. Lambert, of New 
York, saw only two cases in a series of 

3,000 alcoholics studied at Bellevue. 

During the year ending June 15, 1904, 
out of the 1655 cases admitted to our 
wards, only six of these were negroes, 
none of which developed typical delirium 
tremens. 

Restraint is withheld as long as possible, 
and many cases have secured sleep after 
the assurance that the objects of their 
hallucination had been driven away. 


During the past few months the wards 
have been supplied with humane restraint 
sheets, the device of a local firm, which 
have simplified and greatly enhanced the 


absolute restraint of these cases. The 
abraded wounds, frequently seen after the 
use of the old form of restraint, are not 
inflicted; the patient is held secure, and 
soon ceases his struggles. 

The presence of reptilian hallucinations 
is apparently less common than is the 
generally accepted belief; usually the hal- 
lucinations are in the form of rats, mice, 
huge spiders, and other insects. 

Occupation delirium is common, and a 
halo about the lights has frequently been 
described. Except when in restraint these 
patients should never be alone, as the 
escape from the object of their hallucina- 
tions is usually through the nearest win- 
dow, should it happen to be unbarred. 
Shocking fatalities from this neglect are 
only too common. The room should be 
darkened and kept as quiet as possible. 
The importance of the latter was recently 
demonstrated by the relapse of three pa- 
tients into active delirium from the noise 
of carpenters sent into the ward to make 
needed repairs. 

The occurrence of pneumonia as a com- 
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plication has increased the mortality for 
this condition enormously, as evidenced 
by the following statistics for the last year, 
ending June 15, 1904: 


Alcoholism: and pneumonia 

Delirium tremens Z 
Alcoholism and uremia 

Alcoholism and phthisis pulmonalis 
Alcoholism and erysipelas 
Alcoholism and enteric fever 
Alcoholism 


Of the 42 deaths, 11 were reported to 
the coroner, having died within twenty- 
four hours of admission. 





LEAD POISONING FROM THE THER4A- 
PEUTIC USE OF LEAD ACETATE IN 
CAPSULE, WITH A REPORT OF 
TWO CASES. 


By D. J. Mitton Miter, M.D., 
Physician to the Episcopal Hospital, Philadelphia. 
All writers upon materia medica and 
toxicology agree that the soluble salts of 
lead rarely produce poisoning when given 
medicinally ; indeed, so infrequent is such 
a result considered that some authors do 
not even refer to its possibility. The 
majority of writers, however, while ad- 
mitting the occasional occurrence of pois- 
oning from the medicinal use of lead, state 
that untoward effects result after pro- 
longed use of the remedy only, and from 
the continued use of small quantities, 
rather than from a few. larger doses. 
Stille,’ Stewart,? and many others, for in- 
stance, assert that, notwithstanding its 
general use, comparatively few cases have 
been reported in which toxic effects have 
been produced by it. On the other hand, 
T. Dixon Mann* contends that subacute 
and minor forms of poisoning not uncom- 
monly follow repeated small doses of a 
soluble salt of lead, varying from slight 
colic and constipation to decided symp- 
toms of subacute intoxication, viz., intense 
thirst, metallic taste, constipation, blue- 
line, prostration, numbness, and musculaf 
weakness; the symptoms passing off in a 
week or two after stopping the drug. 
Many years ago Tanquerel Des Planches* 
was persuaded that preparations of lead 
given internally occasion colic more fre- 
quently than was generally supposed, the 
gastrointestinal symptoms consequent 
upon the ingestion of the metal being over- 
looked, or attributed to the disease for 
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which the drug was given; a conception 
confirmed by one, at least, of the cases 
recorded in this paper. 

Undoubtedly many of the reported in- 
stances of poisoning from the medicinal 
use of lead were due to extreme suscepti- 
bility or idiosyncrasy. Only in this way 
can be explained Fouquier’s® phthisical 
patient who had slight colic after a one- 
grain pill of lead acetate, marked colic 
after a second pill, and following a third 
such severe pain as to lead to a magisterial 
inquiry. Many examples of a like sus- 
ceptibility will be found in the literature 
(see illustrative cases at the end of this 
article). On the other hand, the very fact 
that lead has been so largely used in the 
past, and, to a less degree, still is used as a 
medicine, without producing unfavorable 
symptoms, is an evidence how tolerant 
most persons are of the drug. A. W. 
Blythe® cites Christison as giving 18 
grains daily for a long time without ill 
effect, and Phillips’ says that 5-grain 
doses are largely used at Brompton Hos- 
pital with impunity. These differences of 
action show that individuals vary greatly 
as to tolerance of lead, and this should 
always be borne in mind whenever the 
drug is administered. 

It may seem a useless speculation to 
endeavor to discover why so many escape 
injury from the medicinal use of lead, 
while others are seriously poisoned by 
small, often minute, quantities—less than 
one grain in a gallon of drinking water 
( Blythe )— introduced into the economy in 
other ways. A possible explanation is 
that as lead is usually given in pill form 
combined with other substances, the bulk 
of the dose is not absorbed, the solution 
of a pill taking place slowly; possibly in 
many cases the pill may not entirely break 
up in the stomach, and may pass into the 
intestines, where some of the lead may be 
rendered insoluble by combining with sul- 
phuretted hydrogen to form the insoluble 
black sulphide. Support is given to this 
view by the experiments of Oliver,® which 
seem to prove that the gastric juice is the 
active agent in dissolving lead in the stom- 
ach, and that when lead salts have passed 
out of the stomach along with the acid 
chyme there is nothing in the intestines to 
act upon them, except it be the acid pro- 
ducts of bacterial life. In the cases re- 
ported below the lead was given in gelatin 
capsules, and this may possibly account for 
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the readiness with which intoxication was 
induced; the lead salt, being in a free 
state, probably entered into solution as 
soon as the capsule was dissolved, just 
as it would had the lead been given in 
aqueous solution—at the present time, at 
least, a very infrequent method of admin- 
istration. 

In this connection it was thought it 
would be interesting to determine, if pos- 
sible, whether, since the introduction of 
the gelatin capsule as a vehicle for the 
exhibition of medicines, minor degrees of 
lead intoxication, such as colic and consti- 
pation, have become more frequent. The 
investigation of this question revealed 
some interesting facts: In the first place, 
it was found that lead is very much less 
prescribed than formerly, and that the 
number of prescriptions calling for the 
salts of lead received by apothecaries vary 
very much in different sections of Phila- 
delphia, and in different drug stores in the 
same section. In some portions of the 
city the druggists seldom compound a 
recipe containing lead—some have not 
done so for years; in other sections some 
druggists may put up such a prescription 
once a month or less frequently, others 
several times a week, according to the 
season. It was also discovered that lead 
salts are usually prescribed in pill form, 
capsules being seldom employed. Inquiry 
among physicians in the habit of prescrib- 
ing lead in capsule failed to elicit any 
cases in which toxic symptoms resulted. 
It is evident that the medicinal employ- 
ment of lead has fallen into disuse (the 
writer believes deservedly), and that a 
large number of physicians do not pre- 
scribe it at all (the writer being among 
this class); the conditions for which it 
has been most used, viz., typhoidal hemor- 
rhage and dysentery, being now con- 
trolled by more rational and safer reme- 
dies. It is also probably true that serious 
results seldom follow the internal use of 
lead; but it is the writer’s opinion that 
mild and subacute forms of poisoning 
not infrequently occur, and are over- 
looked, or develop after the patient has 
passed out of the medical attendant’s 
hands. 

Case I.—Male, aged thirty, a farmer, 
admitted into hospital November 1, 1900. 
For eighteen months the patient had in- 
termittent attacks of dysentery (diarrhea, 
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with pain, mucus, and bloody stools). 
The attacks would last a few days or 
weeks, and then cease spontaneously or 
from medication. About one month be- 
fore admission the diarrhea had much 
improved, the movements being less fre- 
quent and more natural; this change he 
attributed to some capsules which a phy- 
sician had prescribed for him. Notwith- 
standing this improvement the patient 
soon began to experience severe abdominal 
pain of a colicky character, and local- 
ized about the umbilicus. It was for this 
pain and general weakness that hospital 
admission was sought. On admission the 
patient was found to be poorly nourished 
and anemic, the tongue flabby and coated, 
and on the margin of the gums of the 
upper and lower jaw a well marked blue- 
line could be seen. With the exception of 
a well accentuated aortic second sound, the 
thoracic organs were normal. The radial 
pulse was slow, of increased tension, and 
the arteries distinctly thickened and pal- 
pable. The abdomen was not distended, 
and was slightly tender on pressure. The 
spleen and liver were not enlarged. The 
bowels were moved two or three times 


daily, the stools consisting largely of fecal 
matter, mixed with a little mucus, but no 
blood. The patient complained much of 


nausea and headache. The eye grounds 
were normal. The red blood cells num- 
bered 3,984,999, leucocytes 5000, hemo- 
globin 54 per cent. Dr. Ghriskey reported 
marked granular degeneration of the 
erythrocytes, a condition which Moritz,® 
Grawitz,® and White, Pepper and Sten- 
gel’® have shown to be a constant finding 
in cases of lead poisoning. The urine had 
a specific gravity of 1010, a distinct trace 
of albumin, and a few hyaline casts. The 
temperature was normal. Muscular weak- 
ness was marked, but wrist-drop and other 
paralyses were absent, and the patellar 
reflex was readily elicited. A diagnosis of 
lead poisoning and subacute colitis was 
made, and appropriate treatment insti- 
tuted. During his stay in the hospital the 
patient at first had most severe and char- 
acteristic colic, requiring full doses of 
morphine and atropine for its relief. Re- 
covery was complete on his discharge on 
December 26, 1900. 

In searching for the source of the in- 
toxication in this case, the only possible 
discoverable cause was the fact that the 
patient had for two years, during his 
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working hours, drank water from a lead 
pipe, a quarter of a mile long, that carried 
water from a pond to the stable of the 
gentleman’s place upon which he worked. 
This possibility, however, was quickly dis- 
missed, because none of his then fellow- 
workmen, who constantly drank of the 
same water, nor any in the past (the pipe 
had been long in use) had ever shown 
any evidences of saturnism; but an addi- 
tional and more convincing reason was 
that a reliable chemist could not find lead 
in the water. The capsules which had 
had such a good effect upon his diarrhea, 
and which he had taken for three weeks, 
were next investigated, and found to con- 
tain 1 gr. of acetate of lead and % gr. 
each of ipecac, capsicum, and ext. of nux 
vomica. For the first three weeks he took 
four capsules daily, then for two weeks 
three daily, and for three weeks, prior to 
admission to the hospital, two daily, so 
that he took in all, during a period of eight 
weeks, about 168 grains of acetate of 
lead. It is difficult to fix the exact time 
when the toxic symptoms first manifested 
themselves, but it was probably about the 
time when the characteristic abdominal 
pains were first experienced, or about one 
month before entering the hospital, and 
after he had taken about 105 grains dur- 
ing a period of four weeks—a quantity 
quite sufficient to produce poisoning. This 
will be referred to further on. 

Case II.—A married woman, aged 
forty, a weaver, admitted into hospital 
March 12, 1902. The patient was taken 
ill early in January, 1902, with diarrhea, 
which continued for two months. For a 
long time the discharge consisted simply 
of liquid feces, but during the last two 
weeks of this period they contained much 
blood and mucus, and were attended with 
considerable pain (tenesmus). She was 
ill enough to remain in bed two weeks. 
Under treatment recovery was sufficient to 
permit of return to work; but owing to 
the onset of severe abdominal pain, weak- 
ness, and vomiting, she entered the hos- 
pital on March 12, 1904. On admission 
the patient, a large, flabby, anemic woman, 
was noted to have a slightly coated, red, 
and irritated tongue, fetid breath, decayed 
teeth, and spongy and ulcerated gums. 
There was a well marked blue-line on the 
gums of the upper and lower molars and 
incisors. The conjunctive were jaun- 
diced. The appetite was lost, and there 
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was much nausea, and occasional vomit- 
ing of glairy mucus (the woman was not 
of alcoholic habits). The former diarrhea 
had given way to obstinate constipation, 
and there was severe and characteristic ab- 
dominal pain, colicky and twisting in char- 
acter, and centered about the navel. The 
abdomen was slightly distended and tender 
in places; its contained organs normal] in 
size and position. Examination of the 
chest was negative. The pulse was slow 
and regular, and of increased tension. The 
arteries were somewhat thickened. The 
temperature was normal. Neither wrist- 
drop or other paralyses, nor neuralgiz, 
were present, but there was marked mus- 
cular weakness and general prostration. 
Examination of the blood by Dr. Ghriskey 
showed characteristic degeneration of the 
red cells; owing to an error a count was 
not made. The urine contained a trace of 
albumin, but no casts. The patient re- 


mained a week in the hospital, being dis- 
charged (at her own request) consider- 
ably improved, although not well. 

That this patient was suffering from a 
subacute form of lead poisoning the above 
history shows abundantly. Diligent search 


for the usual sources of lead intoxication 
proved fruitless; the patient seldom ate 
baker’s cakes, or used hair-dyes or cos- 
metics ; her husband did not show any evi- 
dences of plumbism; and on inquiry at the 
mill where she was employed it was 
learned that the yarns used were colored 
with aniline dyes. Attention was then di- 
rected to the capsules, which she had 
ceased to take about a week before admis- 
sion to the hospital, and which had checked 
the diarrhea. They were found to contain 
2 grains of acetate of lead and % grain 
of powdered opium each. Of these she 
had taken twenty-three in one week, or 
46 grains of lead acetate in all—a quantity 
not too smill to produce toxic symptoms in 
a susceptible person. 

These two cases differ materially—one 
being an instance of chronic lead poison- 
dmg, while in the other the symptoms were 
more acute, and were due, in part at least, 
to peculiar susceptibility, although the 
method of administration, in capsule, may 
have had something to do with the rapid 
absorption of the metal. Among the cases 
of lead intoxication reported in which the 
exact dose is given may be mentioned that 
of Taylor,® a child who developed colic, 
paralyses, and coma after taking 1-15 
grain of acetate of lead, two or three times 


THE THERAPEUTIC GAZETTE. 


daily, for five weeks; Israel’s’! phthisical 
patient, ending fatally with symptoms of 
intense enterocolitis after 4 grammes (3j) 
of sugar of lead taken in eighteen days; 
and that of Reynolds and Harley,}* 
who gave to a man of thirty, with tuber- 
culous diarrhea, 4 grains of acetate of lead 
daily ; in twenty-seven days he had colic, 
and two days later a distinct blue-line. 

In conclusion, it would seem, in the first 
place, that although the internal use of 
lead salts is attended with little risk of 
poisoning, the present tendency of phy- 
sicians to abandon the use of these 
remedies is a wise one, especially as in 
those affections in which it is most em- 
ployed, viz., dysentery and _ typhoidal 
hemorrhage, it is questionable whether the 
good attributed to them is not due to the 
opium with which they are always com- 
bined, and because we have for these affec- 
tions more rational, efficient, and safer 
remedies; secondly, that when lead is 
being administered the practitioner should 
always be alert for the first signs of intoxi- 
cation, and should bear in mind the sus- 
ceptibility of many persons to the action 
of the drug; and finally, that pills are 
probably a safer form than capsules in 
which to administer the drug. 

Cases of lead poisoning from the medi- 
cinal use of lead, not referred to in the 
text: 

I. Woman to produce abortion took 10 
grains of emplastrum diachylon nightly 
for three weeks; had atrophy of optic 
papilla and central scotoma (amaurosis) ; 
no blue-line. (Taylor.?*) 

II. Infant had signs of plumbism from 
the use of lead water on the mother’s nip- 
ple. (Roussel.'*) 

III. Two cases of lead poisoning, end- 
ing fatally, from use of pills of emplas- 
trum diachylon to produce abortion; both 
had blue-line, paralyses, convulsions, and 
coma. (Pope.'5) 

IV. A similar case; patient took 
diachylon in pills; miscarriage at third 
month, death. (Crooke.?®) 

V. Male, eighteen years old, for tuber- 
culous diarrhea was given .03 gramme 
(% grain) acetate of lead three times a 
day in powder; after three doses sudden, 
violent vomiting and collapse, epigastric 
pain and constipation; mouth sore, fetid 
breath ; eight days later the same amount 
of lead produced a similar result. (R. 
Pick.17 ) 

VI. Male, forty-two years old; colic, 
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plue-line, and extensor paralysis from tak- 
ing, for three weeks, on the advice of a 
newspaper prescription, as much sugar of 
lead as would lie on the point of a small 
knife; recovery. (L. C. Wood.?§) 

VII. Female, twenty-seven years of 
_ age, with hemoptysis; 1 grain acetate of 
lead in pill every three hours for three 
days, 2 grains every three hours for one 
day, and 3 grains at same intervals for 
five days, when colic and constipation de- 
veloped; symptoms subsided in a few 
days. (Gray.!®) 

VIII. Male, forty-one years old; aneur- 
ismal dilatation of heart; 5 centigrammes 
(3%4 grain) of lead acetate, increased to 
134 grains (12 centigrammes), for fifteen 
days; pulse became quieter and thoracic 
symptoms lessened; on the sixteenth day, 
colic, blue-line; lead stopped; two days 
later severe colic and general neu- 
ralgia; symptoms gradually disappeared. 
(Maisonneuve.”° ) 

IX. Two cases, both army officers, with 
chronic diarrhea. The first took five or 
six pills daily of sugar of lead (quantity 
of lead not stated) for three weeks, when 
violent vomiting and abdominal pains oc- 
curred, death supervening in eight days. 
The second used the same pills frequently 
during a period of seven weeks; he was 
then seized with severe pain in bowels, 
and constipation; paralysis of arms de- 
veloped ; symptoms persisted and were un- 
recognized, resulting, after prolonged ill- 
ness, in death. (H. Huntt.?) 

X. Male, twenty-five years of age, with 
chronic diarrhea; took 30 grains of ace- 
tate of lead in pill for four days, with 1 
drachm of vinegar; in about two weeks 
he had severe, characteristic colic. (L. S. 
Joynes.**) 

XI. A physician took experimentally 
% grain acetate of lead three times a day; 
he gradually increased the dose, until at 
the end of three weeks he was taking 8 
grains twice daily; constipation, colic, 
fetid breath, blue-line, and loss of mus- 
cular power in lower limbs, then super- 
vened (according to Stillé, this is the 
earliest mention of the  blue-line). 
(Spence.?8 ) 
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THE TREATMENT OF THE SUMMER 
DIARRHEAS OF CHILDREN? 


By H. Lowensurc, A.M., M.D., 
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Medico- 
the 


In considering the treatment of the 
summer diarrheas of children I shall in- 
clude under the term all the disturbances 
of the intestinal tract which, occurring 
during the warm season, are character- 
ized by an increase in peristalsis and jn 
the secretions of the gut. This. .y ew 
embraces the mildest form aides 
due to indigestion, and ef fA ia ted. with 
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regards the worst form an exaggerated 
type of the mildest. 

The mildest form of acute intestinal 
indigestion should be considered the first 
stage of the severest form of enterocolitis. 
With this view of the subject a broader 
plan of treatment, embracing all the pos- 
sibilities, at once becomes apparent. It 
is not my purpose, therefore, to enter into 
a discussion of the treatment of each 
individual type of diarrhea, but to outline 
a general plan of procedure, applicable 
in its principle to most cases as we meet 
them. I have therefore endeavored to 
embrace my views under the following 
headings: (1) Prophylaxis; (2) die- 
tetic treatment; (3) mechanical treat- 
ment; (4) medicinal treatment; (5) 
serum treatment. 

1. Prophylaxis.—This is embraced in 
the removal or mitigation of the etiologic 
factors. Of these summer heat and im- 
proper feeding are the most important. 
The number of cases of intestinal disease 
shows a gradual curve of increase, begin- 
ning in June, reaching its height in July 
or August, declining during September, 
and disappearing about the first of Octo- 
ber. Heat acts as a general depressant to 
all the vital forces, diminishing resistance 
and impairing the appetite and digestion. 
It also favors fermentative changes in the 
milk, which constitute, perhaps, the main 
exciting cause. Realizing the important 
role which heat plays in the matter of 
infant mortality, our first duty is to re- 
move the child and its food from the 
influence of this factor. The children of 
the opulent can be removed to the country 
or seashore. It is the slum child, how- 
ever, who requires our attention and ser- 
vices most, and for these we must make 
city life as bearable as possible. These 
children should be kept constantly in the 
open air, preferably in the parks, and 
protected from the direct rays of the 
sun. During the night they should sleep 
in cool, well ventilated apartments, in 
beds covered with mosquito netting to 
avoid the contact of flies and the influ- 
ence of draughts. Cool bathing should 
be indulged in regularly. It equalizes the 
circulation and favors the dissipation of 
heat and moisture. At any time during 
the year, and especially in summer, it is 
an erroneous idea to overclothe a child. 
Soft, unstarched materials ‘ should be 
used in making the infants’ dresses. The 


THE THERAPEUTIC GAZETTE. 


dress should be loosely and lightly ad- 
justed, light woolen garments being used 
next to the skin alone. 

The care and preparation of the in- 
fant’s food are matters of great import- 
ance. The correct feeding of children is 
still the great onus of the pediatrist in 
spite of the light of our present knowl- 
edge. Regularity in time and amount of 
feeding should be insisted upon. With 
breast-fed children the problem is a com- 
paratively simple one. Wherever possible 
the physician must insist upon maternal 
feeding, and he who does not exhaust 
every effort to accomplish this is guilty 
of a moral crime. Every healthy mother 
should be taught her responsibility and 
be made to understand that her child’s 
future welfare and her own depend 
largely upon this fact. Next to mother’s 
milk, the milk of a healthy wet-nurse is 
undoubtedly the safest food for every 
child under one year of age. Diarrhea 
and all intestinal complaints are most 
common in artificially fed children. For 
this reason alone weaning should take 
place during the fall or winter. The 
milk and all other ingredients of the milk 
mixture must be carefully handled and 
carefully prepared, and we should in- 
struct the mother or the nurse in the care 
of the nipple and the nursing bottle. 
These matters of detail are of extreme 
importance, playing a great part in the 
etiology of intestinal disease. Nipples 
are to be turned inside out and thor- 


oughly scrubbed with hot water and soap 


immediately after use. They are then 
thoroughly rinsed with sterile water, and 
kept in a solution of sterile borax water 
until ready for use, when they are again 
washed in plain sterile water. The same 
treatment is accorded to the nursing bot- 
tle, which should be simple in construc- 
tion. Bottles with many curves and 
angles are difficult to clean, and bottles 
with long nursing tubes form excellent 
culture grounds for the growth of germs. 

More important is the careful modifica- 
tion and preparation of the milk, which 
should be secured from a reliable dairy, 
the sanitary condition of which should be 
known. The city officials should provide 
for the frequent inspection of milk shops 
with especial reference to the icing and 
canning of milk. The requirements of 
the Philadelphia Pediatric Society are 
good and should be commended. Where- 
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ever it is possible I believe the milk should 
be Pasteurized, or at least filtered, before 
use. The process of Pasteurization not 
only destroys the germs, but likewise 
renders inert their toxins, which are 
largely responsible for acute milk poison- 
ing. When Pasteurized milk is unobtain- 
able, the same result can be reached by 
boiling, which should be recommended, 
in spite of the idea that the milk is thereby 
rendered indigestible. After sterilization 
by any of these methods the milk must 
be well iced until used. Cold is the best 
preservative, the use of antiseptics being 
dangerous and unnatural. The water 
which enters into the composition of the 
milk mixture must be boiled. 

The modification of cow’s milk should 
command our serious attention. The in- 
discriminate mixing of so many ounces 
of milk and so many ounces of water and 
cream is to be condemned. There can be 
no fixed rule of feeding for every bottle- 
fed baby. Each case is a law unto itself, 
and the milk must be so adjusted as to 
suit the nutritional demands of the child 
and its state of health, not its age. A 
child that is thriving on one of the pro- 
prietary foods should not have it 
changed. In starting a child upon a new 
diet I would not use a proprietary food, 
but would attempt the modification of 
cow’s milk. In accomplishing this the 
physician must think in percentages and 
not in ounces, always starting the child 
on a low per cent of proteids. It is not 
my purpose to outline the many methods 
of milk modification, but to call your at- 
tention to the practical one originated by 
Baner, which is easy of application when 
once committed to memory. My atten- 
tion was first called to this method by 
Griffith, and its use, in my hands, has 
been followed by such good results that 
I repeat it here as given by him: 

Q=Total quantity of milk mixture required in 24 hours. 

i sic “ cream ” ~ 7 
“ milk sa 
“ water = 
“ sugar a 
P—Percentage of proteids desired. 
—  « 


a fat “ 
l- * “* lactose = 


“ “ 


, From these letters we have the follow- 
ing formule : 
_Qx(F—P) 

16 


Cc 


assuming that the cream contains 20 per 
cent of fat, the denominator in this for- 
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mula being 4 less than the percentage of 
fat in the cream. If the cream contain 
16 per cent of fat the denominator would 
be 12. Hence it is always necessary to 
know the strength of the cream. 

M=QxP—c W=Q—(C+M) S=Qx(L—P) 

4 100 

To illustrate these formule Griffith em- 
ploys the following example: Five 
ounces at each feeding, giving eight feed- 
ings. We determine that we shall give 
the child 3 per cent of fats, 6 per cent 
of sugar, and 1 per cent of proteid, using 
a 20-per-cent cream. 

Q=5x8 = 40 oz. 


C=40x(3—1) = 5 oz. Ww 
16 


= 40—(5+5) = 30 oz. 


M=40x1—5=5 oz. S=40x (6—1) = 2 oz. 


4 100 

Five per cent of the total quantity is made 
alkaline with lime water, which is sub- 
tracted from the quantity of water. In 
this instance this would be 2 ounces. 
Therefore we would order: 

Cream, 5 ounces. 

Milk, 5 ounces. 

Water, 28 ounces. 


Lime water, 2 ounces. 
Milk-sugar, 2 ourices, 


Sometimes the result of any formula 


equals zero. This means that we use 
none of that ingredient. If a minus 
quantity is’ obtained it means we must 
use a stronger cream. 

The child and its food must be pro- 
tected from flies, which carry contagion, 
and which likewise produce fermentative 
changes in the milk. They are particu- 
larly dangerous in hospital wards where 
one or more cases of diarrhea already 
exist. 

2. Dietetic Treatment.—The _ begin- 
ning of an attack of summer complaint is 
to be met by the withdrawal of all food, 
and especially milk, be the child breast- 
or bottle-fed. The patient is to be 
starved for twenty-four to forty-eight 
hours. This is without doubt one of our 
best means of controlling vomiting and 
of preventing further fermentative 
changes in the bowel. During this period, 
however, and throughout the attack, 
small quantities of sterile water are use- 
ful when administered at short, fixed 
periods. For plain water it is advisable, 
in many instances, to substitute a cereal 
water made from barley or rice. Albu- 
men water does not agree with all cases, 
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but when it is tolerated it forms a valu- 
able substitute for sterile water. A child 
can subsist on this for many days, 
especially when a small quantity of ex- 
pressed beef juice is added to it. If stim- 
ulation is indicated it forms an admirable 
vehicle for the administration of brandy. 
In very severe cases of vomiting the child 
must be sustained by nutrient enemata 
for a period of twenty-four to forty-eight 
hours. After vomiting has ceased and 
the intestinal canal has been rendered 
clean: and the bowel movements aré im- 
proved, a gradual return is to be made to 
milk. It is just at this point that the 
greatest caution must be exercised, for an 
error of judgment may prove costly and 
even fatal. It is better to go too slow 
than too fast. If the child is bottle-fed, 
the milk can be carefully modified after 
the method of Baner. In renewing the 


use of milk start with a very weak milk 
mixture in which the proteid percentage 
is as low as % per cent. Great care must 
be taken that we do not renew the attack 
by an improper and hurried modification. 
The mixture is fed in reduced quantities 
and at short intervals, and is best given 


peptonized. Gradually the quantity is in- 
creased, the intervals lengthened, and the 
peptonization is omitted. As the diges- 
tive organs become stronger the percent- 
age of proteid is very carefully increased 
until the mixture analyzes the same as 
mother’s milk. 

In accomplishing a correct modification 
of cow’s milk it is essential to bear in 
mind that there is a distinct biologic as 
well as a chemical difference between it 
. and mother’s milk. This has _ special 
reference in dealing with the casein or 
proteid constituent of bovine milk. The 
coagulable proteid may be entirely 
omitted for the time being by feeding the 
child with whey, which contains the solu- 
ble elements—lactalbumin and lactoglob- 
ulin. In most instances it is advisable 
to. start the child upon whey before ad- 
ministering milk at all. Where this has 
not been done I have obtained good 
results by adding dextrinized gruel, made 
from wheat flour, to the milk instead of 
water, using it as a diluent. This sub- 
stance so changes the caseinogen of cow’s 
milk as to cause it to coagulate in finer 
curds, which resemble those of woman’s 
milk. The dextrinized gruel may be 
made after the method of Chapin, who, 
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with Keller of Breslau, is the main expo- 
nent of this method of feeding in Amer- 
ica. Chapin adds one tablespoonful of 
wheat flour to one pint and a half of 
water, boiling the mixture for fifteen 
minutes. This is followed, after cooling, 
by the addition of a drachm of a solution 
of diastase, which renders the gruel thin, 

By repetition I wish to emphasize the 
importance of the administration of 
water in small quantities throughout 
the attack both by mouth and in a manner 
to be elucidated hereafter. It is indi- 
cated to allay thirst, reduce fever, dimin- 
ish toxemia, and to supply the tissues 
with the needed pabulum which they have 
lost from the frequent evacuations. The 
post-mortem findings substantiate this 
view, as evidenced by the absence of fluid 
in the serous sacs, together with a sticky 
and dry condition of the serous surfaces. 

3. Mechanical Treatment.—This em- 
braces the intelligent use of lavage, 
colonic irrigation, and hypodermoclysis. 
By these means the therapeutic uses of 
water are amplified. The scope of this ° 
paper does not include a discussion of the 
technique of these valuable agents. This 
should be familiar to the practical physi- 
cian. I shall content myself with nam- 
ing the indications which can be over- 
come by their use, believing, however, 
that their employment as a routine meas- 
ure is to be condemned. 

Lavage has but one indication in cases 
of summer diarrhea, viz., uncontrollable 
vomiting. One stomach washing is 
usually sufficient, and there is nothing, 
either in the domain of drugs or in the 
rules of dietetics, which has such a con- 
trolling influence over this sometime; 
troublesome symptom. 

In many cases of acute dyspeptic diar- 
rhea, where there is evidence that undi- 
gested food or putrescible material exists 
in the intestinal canal, a copious colonic 
irrigation of normal salt solution, com- 
bined with a calomel purge and correc- 
tion of the diet, is all that is required. 
From 2 to 8 quarts of fluid should be 
employed. Colonic irrigation with silver 
nitrate solution 1:8000 serves a useful 
purpose in ulcerative colitis, especially 
when the stools are mixed with blood 
and mucus. High fever in all types of 
diarrhea is best controlled by cold irriga- 
tions of the colon. Systemic toxemia, so 
common from intestinal putrefaction, is 
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prevented in acute cases, and cured or 
lessened in subacute and chronic types of 
the disease. Further, by this means thirst 
is allayed and the bowel is cleansed so as 
to receive and to absorb rectal medication 
and nutrient enemata. A certain amount 
of fluid may be allowed to remain within 
the bowel, which, being absorbed, is anti- 
toxic, diuretic, and stimulating. 
Hypodermoclysis is especially useful in 
cases of cholera infantum during the 
stage of collapse following excessive pur- 
gation. It finds its greatest sphere of 
activity in those appearently hopeless cases 
made so by urinary suppression and 
threatened cardiac and respiratory fail- 
ure. Its employment here should never 
be omitted. Urinary secretion is speedily 
established, toxins are thereby eliminated 
and diluted, the pulse and respiration are 
frequently improved. In many cases the 


procedure has proved itself life-saving. 
4. Medicinal Treatment.—The trend of 
modern medicine seems to be toward 
therapeutic nihilism, or at least in many 
cases to follow the so-called “expectant” 
plan of 


treatment. This is to be 
decried, and I presume to agree with 
Jacobi, in substance, that the common- 
wealth is robbed of many good citizens 
by this practice being followed too often 
in the domain of pediatrics. Drugs have 
their positive indications in the treatment 
of summer diarrhea, and when these are 
recognized medicine should be boldly but 
wisely administered. 

In cases of acute intestinal indigestion 
and in the fermental type of diarrhea the 
symptoms are often speedily controlled 
by emptying the intestinal canal and re- 
moving the child from the influence of 
the causative factor. Purgatives com- 
bined with intestinal irrigation fulfil this 
indication. Of the purgatives employed 
castor oil and calomel have long enjoyed 
the confidence of the profession. In diar- 
thea unassociated with vomiting, castor 
oil, in the dose of one drachm, is indi- 
cated for theoretical and empirical reasons. 
It jremoves the offending material, and its 
secondary effect is constipating. In 
using castor oil in very young children 
I always insist upon a fresh sample free 
from all irritant qualities, as I have seen 
intussusception occur, with a fatal issue, 
in two infants under one year of age, to 
whom it had been administered for con- 
stipation. ; 
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In diarrhea associated with vomiting 
I am in the habit of administering calo- 
mel combined as follows: 


RK Calomel, gr. j; 
Sodii phosphatis, gr. xxx; 
Sacchari lactis, gr. xx; 
Pulv. ipecac., gr. ss; 


M. ft. chart. No. x. 
hour. 


Sig.: One every half- 


In private and in hospital practice I 
have come to rely upon this combination 
more than upon the ordinary one of calo- 
mel and soda, for the reason that the lat- 
ter is at times constipating, and that the 
sodium phosphate is a stimulant to the 
liver. It enhances the action of the calo- 
mel, which also, with the minute quantity 
of ipecac, controls in a measure the gas- 
tric irritability. 

Having cleansed the intestinal canal, 
two classes of drugs are now indicated— 
intestinal antiseptics and astringents or 
sedatives. Of the former little else need 
be said except that their use has been 
attended with small success. Salol, zinc 
sulphocarbolate, and copper arsenite 
would be useful agents could we admin- 
ister them in sufficient dose. The first 
may be given in from 3- to 5-grain doses, 
the second in the dose of from 1/6 to % 
grain, and the last in the dose of 1/100 of 
a grain. These doses are insufficient to 
destroy the microorganisms or to inhibit 
the formation of their toxins. It is a 
useful practice to exhibit 5 to 10 minims 
of dilute hydrochloric acid after each 
feeding in cases associated with high tem- 
perature. , 

Of the astringent and sedative drugs 
the salts of bismuth and morphine are the 
best. The latter should be used 
cautiously and only after we are certain 
that the intestine is empty. It is best 
given hypodermically (gr. 1/800) com- 
bined with atropine (gr. 1/300) to a 
child under two years of age. A single 
dose is usually sufficient, controlling peri- 
stalsis and tenesmus, quieting the ner- 
vous system, relieving colic, and stimu- 
lating the heart. Its effect upon secre- 
tions is not deleterious. Bismuth in the 
form of the salicylate or subgallate should 
be given in large doses (gr. v to xv) 
also, after we are certain that all offend-. 
ing material has been removed from the 
gut. The salicylate is best given in the 
fermental type of the disease, and the 
subgallate or subnitrate in the inflam- 
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matory forms associated with blood, 
mucus, and tenesmus. The preparations 
of bismuth are acceptable to the child 
when administered in one of the aromatic 
waters. 

The medicinal measures thus far de- 
tailed have to do with the control of the 
diarrhea. Other symptoms require atten- 
tion. Many of these have been discussed 
under the head of mechanical treatment. 
Fever is to be controlled solely by hydro- 
therapy, and cardiac failure should be 
anticipated by moderate stimulation with 
brandy. Should collapse present itself, 
strychnine and digitalis are our main 
reliance and should be used boldly until 
the indication for their use has been over- 
come. The indications for the use of 
these drugs are the same in children as in 
adults, and to be of use they must be 
given in sufficiently large doses. Person- 
ally I do not hesitate to give a child a 
year old 1/50 of a grain of strychnine 
hypodermically every two hours if it is 
required, believing that if an infinitesimal 
dose was followed by good effect, it was 
not required at all. 

Atropine in a dose of 1/250 grain has 
remarkable effect in cases associated with 
watery stools, pinched features, a high 
internal temperature, and a cold, clammy 
surface. It is a vasomotor stimulant, 
overcoming the paresis of the blood-ves- 
sels contained in the intestinal mucosa; it 
improves the surface temperature, besides 
exerting its usual function as an admir- 
able respiratory and cardiac stimulant. 
It should be administered hypodermically. 

5. Serum Treatment.—Holt, in a 
paper read before the Section on Pedia- 
trics of the American Medical Associa- 
tion at Atlantic City, in which he sum- 
marizes the clinical study of 237 cases of 
infantile diarrhea, concludes that thus far 
the results of serum treatment have been 
disappointing. At present there are two 
serums upon the market, that used 
against the Flexner-Harris bacillus and 
that used against the Shiga bacillus. He 
claims that to be of use at all the serum 
must be employed early, as soon as a 
clinical diagnosis has been made; that it 
is unsafe to wait for the bacteriologic or 
the agglutination test; and that of the 
two serums, that used against the Flex- 
_ ner-Harris bacillus is the best, as it acts 
also upon the toxin of Shiga’s bacillus in 
a manner stronger than the latter acts 


upon the former. He affirms that the 
name infantile dysentery should be ap- 
plied to those cases characterized by 
fever, and blood and mucus in the stools, 
in preference to the term enterocolitis; 
and also that these cases give the best 
results for the serum treatment. He 
insists also that the best results are ob- 
tained in infants, previously healthy, who 
are suffering from an acute infection 
alone, and that where the case is compli- 
cated by a previous condition of maras- 
mus, either serum is of little or no use. 
For this reason hospital cases present the 
greatest number of failures. W. H. 
Park, of New York, claims that Shiga’s 
bacillus is present only in those cases 
where the stools contain mucus and 
blood. His results with the serum treat- 
ment have been indifferent. H.M. Knox, 
Jr., of Baltimore, claims that but five per 
cent recover where the serum is employed. 

The serum treatment is therefore, as 
far as concerns the general practitioner, 
in its experimental stage. While the re- 
sults achieved by some workers in this 
field are encouraging, there is still much 
to be accomplished in the matter of isolat- 
ing the germs and their toxins. It will 


also be necessary to differentiate the 


myriads of bacterial flora found in the 
intestinal canal, both in health and in 
disease. Until this is accomplished, and 
the specific organism with its toxin and 
antitoxin is accredited to each particular 
type of inflammatory and non-inflamma- 
tory diarrhea, and until we are able to 
substitute a bacteriologic diagnosis for 
a clinical one, we must depend upon our 
present mode of treatment for the best 
results. 





TUBAL MENSTRUATION. 


By E. E. Montcomery, M.D., 
Professor of Gynecology, Jefferson Medical College. 


Some months ago Dr. Bland and my- 
self read papers before this society, in 
which we cited cases which seemed to 
indicate that the tubal mucous membrane 
took part with that of the uterus in the 
discharge of blood during menstruation. 
The natural position of these organs ren- 
ders opportunities for their inspection 
during menstruation very infrequent. 
This fact and the importance of affording 
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information upon every phase of this im- 
portant function must be my excuse for 
citing the history of the following case, 
for which I am indebted to Dr. M. Her- 
man, gynecological resident of St. 
Joseph’s Hospital. 

Mrs. K. S., of Bucks County, Pa., 
aged thirty-six years, entered the service 
of Dr. Montgomery at St. Joseph’s Hos- 
pital March 3, 1904, suffering from pel- 
vic disturbance, which examination dis- 
closed was caused by laceration of the 
cervix and retroversion of the uterus. 

Her family and personal history were 
good. She has had four children and 
one miscarriage. For some years she has 
complained of pain in the right side, 
headache, backache, bearing down and 
dragging sensation in the pelvis, constant 
soreness over the region of the umbilicus, 
and obstinate constipation. She has been 
compelled to rest during menstruation. 

The operation was performed March 
10, though the patient had begun her 
menstruation the previous day. The 
operation consisted of dilatation, curet- 
tage of the uterus, an amputation of the 
cervix, after which the abdomen was 
opened in the median line and the round 
ligaments shortened by an_ operation 
described in the June number of the 
GazeTTE. Both tubes were found free 
from adhesions, but darkened in color. 
Pressure by gently milking the tube 
caused a few drops of blood to appear 
at the abdominal end. The same 
course produced a small, dark-colored 
clot. In reviewing this case, I am led to 
regret that this clot was not microscopi- 
cally examined, as it may possibly have 
been associated with the ovum, and also 
that we did not examine the ovaries for 
indications of recent rupture of a Graaf- 
ian follicle. The case is presented for 
the purpose already mentioned, to show 
additional evidence that the tubes are 
active in the menstrual process. 





HYDROTHERAPY IN PNEUMONIA. 


FARNSWORTH contributes a paper on 
this theme to the Wisconsin Medical Jour- 
nal for June, 1904. He believes that the 
clinical indications which demand special 
attention are: 

First, cough. This is ameliorated and 
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controlled to a great extent by fomenta- 
tions to the chest for from five to fifteen 
minutes, making the applications from one 
to three hours with a heating compress, in 
the intervals changing it when it becomes 
as warm as the body, when the cough is 
severe, and when it is less severe to leave 
the compress on for about ten to fifteen 
minutes after it has become warm. The 
inhalation of steam for a period of from 
five to fifteen minutes three or four times 
a day, and the keeping of fresh lime slak- 
ing in a pan of water in the room, are 
also beneficial. When inclined to contin- 
uous cough the patient should sip a glass 
of very hot water. Use great care to 
protect the neck and shoulders from chill- 
ing from contact with wet bedclothing. 
Keep the shoulders covered and warm and 
dry. 

Second, pain in the chest, which can 
be relieved by the same treatment as for 
the cough. 

Third, constipation. For constipation 
administer the daily enema or colon clys- 
ter. 

Fourth, relieve the weak heart and 
feeble pulse by the cold compress or ice- 
bag to the heart for fifteen minutes every 
two hours while giving the hot hip and 
leg pack or while applying fomentations to 
the abdomen, to be followed by cold mit- 
ten friction. When in danger of collapse, 
use alternating hot and cold applications 
over the heart for five to fifteen minutes 
every hour or when indicated. 

Fifth, gastroenteritis is to be relieved 
by fomentations to the stomach and bow- 
els, or a hot trunk pack, every three hours, 
with a cold compress during the intervals, 
to be changed every twenty to forty min- 
utes. ; 

Sixth, cyanosis is relieved by using the 
hot hip and leg pack, at the same time 
applying the ice-bag to the heart for fif- 
teen minutes, to be followed by the cold 
mitten friction. 

Seventh, headache and delirium are to 
be relieved by using the ice-bag to the 
head with the hot hip and leg pack. 

Eighth, hyperpyrexia is to be relieved 
by a cool enema, cold mitten friction or 
towel rub or cool sponge, or if there is a 
tendency to chill, by a very hot sponge. 

Ninth, pain is to be relieved by hot 
applications to the parts affected. 
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Leading Articles. 








THE SYMPOSIUM ON ALCOHOL. 


We desire to call attention to the sym- 
posium upon alcohol published in this 
issue of the THERAPEUTIC GAZETTE. 
The writers of the various articles have 
had a large experience in their particular 
field, and speak with the authority born 
of such experience. Each deals with par- 
ticular types of cases, and as alcoholism, 
in its various forms, is met with by al- 
most every practitioner of medicine, we 
believe that these articles, which have 
been prepared at our request, will prove 
interesting to the majority of our readers. 





THE USE OF ATROPINE IN THE TREAT- 
MENT OF INEBRIETY. 


Many of our readers will probably re- 
member several interesting communica- 
tions in our original columns which have 
dealt with the employment of hyoscine in 
the treatment of the morphine habit. 
One paper in particular, that of Dr. M. 
K. Lott, of Cameron, Texas, received a 
great deal of attention, and Dr. Lott 


stated that he had not only employed 
hyoscine with advantage in the morphine 
habit, but that he had also used it with 
equally good results in the treatment of 
chronic alcoholism. The writer of this 
editorial has used hyoscine with advan- 
tage for morphinism, but he has not 
employed it in inebriety. It is interesting 
to note that in the British Medical Jour- 
nal of April 30, 1904, Dr. McBride, 
of Toronto, reports a series of cases of 
inebriety which he has treated with large 
doses of atropine and strychnine, a plan 
of treatment which is not far removed 
from that suggested -by Dr. Lott, for 
atropine and hyoscine belong to the same 
class of drugs and have a physiological 
action which is nearly related, although 
hyoscine is much more a sedative, and 
therefore apparently more useful in the 
condition under discussion. 

The advantages of the atropine treat- 
ment of inebriety as detailed by McBride 
are that it is efficient and that it is not 
prolonged. He believes that if the treat- 
ment is properly carried’ out, a cessation 
in the craving for stimulants may gen- 
erally be expected after a course of treat- 
ment lasting six weeks. Further than 
this, he believes that the recovery is per- 
manent. Of this, however, we have 
grave doubts. He further states that the 
doses of atropine which he has been ac- 
customed to employ cause no delirium. 
His plan is as follows, and he states that 
he has employed it for thirteen years with 
a large measure of success: 

“1. Atropine sulphate commencing at 
1/200 grain three times a day, increased 
gradually during the first week until the 
pupils are affected and the mouth be- 
comes dry. In most cases 1/50 grain 
will be the maximum dose. 

“2. Strychnine nitrate given at the 
same time subcutaneously in doses begin- 
ning with 1/60 grain and rising to 1/20 
grain in the majority of cases. 

“3. Fluid extract of red cinchona bark 
given every three hours in ordinary doses 
by the mouth. 

“It will be obvious that in the adminis- 
tration of powerful drugs of this kind 
considerabie judgment is required, and 
that in many cases it is needful to modify 
the above treatment. Auxiliary methods 
of treatment are also of great value, 
amongst which may be mentioned atten- 
tion to the general health of the patient, 
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the use of warm baths, special dietary, 
and regulated exercise. In cases where 
there is delirium, or when maniacal 
symptoms are threatened, as is only too 
common in cases of acute alcoholism, 
other remedies may ,be required. Even 
at the risk of somewhat lowering the 
strength, it is generally advisable to ad- 
minister a brisk purge at the commence- 
ment of treatment, in order to remove 
imperfectly eliminated waste products. 

We think that McBride’s recommenda- 
tions are worthy of attention, but we 
would advise the use of hyoscine rather 
than atropine. 





THE VALUE OF APOCYNUM CANNA- 
BINUM. 

Many years ago apocynum was very 
commonly employed by practitioners in 
this country for the treatment of cardiac 
dropsy, and we understand that it is still 
largely used by certain practitioners of 
the so-called Eclectic persuasion. Many 
regular practitioners have probably 
ceased to employ it because they have 
failed to get the results which they ex- 
pected, and so have put it on the shelf 
with those drugs which they are in the 
habit of mentally classifying as therapeu- 
tically uncertain. 

We have pointed out in these columns 
im a previous issue that a large part of 
this disappointment in connection with 
the action of apocynum cannabinum 
probably depends upon the fact that apo- 
cynum androsemifolium has been dis- 
pensed by mistake for cannabinum. Not 
that the dispenser has been intentionally 
dishonest, but because it is often difficult, 
if not impossible, to separate the two 
drugs, unless a skilled botanist assumes 
that responsibility. As long ago as the 
time of Benjamin Rush, apocynum can- 
nabinum had a reputation as a cardiac 
stimulant and diuretic, and it is said that 
that well known physician was in the 
habit of calling it the “vegetable trocar,” 
because of its remarkable powers in dis- 
sipating dropsy. Since that time phy- 
siological research has revealed the fact 
that the action of this drug is very nearly 
related to that of digitalis, which, of 
course, still stands facile  princeps 
amongst cardiac stimulants and diuretics. 
The point is not that apocynum cannabi- 
hum is better than digitalis, but that it is 


a remedy of very great power, and that 
in some instances it will succeed when 
digitalis - fails. 

An examination of the literature con- 
cerning this drug reveals the fact that its 
use has been by no means limited to 
American physicians. It has been largely 
employed in Russia, and a number of 
Russian physicians have not only con- 
tributed papers concerning its therapeu- 
tic properties, but have made studies upon 
its influence in animals. Thus, Kostkie- 
wicz has made a study of its influence 
upon the circulation in both warm and 
cold-blooded animals, and has also con- 
tributed a paper upon the value of the 
fluid extract of apocynum cannabinum in 
cardiac dropsy. More recently Pawinski, 
of Warsaw, has contributed a paper upon 
this subject to Les Nouveaux Remédes 
of March 24, 1904. This author con- 
siders that the diuretic influence of this 
drug is extremely marked, resembling 
that produced by calomel and diuretin. 
He has noticed as great an increase in the 
quantity of urine as from four to six 
quarts a day, and quite agrees with Rush 
in calling it a “vegetable trocar,” al- 
though, with the characteristic inaccuracy 
on the part of European writers who spell 
English names, . he spells “Rush” 
“Busch.” 

Pawinski has failed to notice the un- 
favorable effects which some authors 
have reported in regard to the influence 
of this drug upon the alimentary canal. 
These effects are usually manifested only 
when very large doses are given, under 
which circumstances the drug produces 
active purgation and so femoves fluid 
from the body, although at the same time 
it may cause some gastrointestinal irri- 
tation. 

In conclusion, we wish to emphasize 
once more the fact that if good results 
are to be obtained from this remedy a 
fluid extract which is really that of apo- 
cynum cannabinum and not androsemi- 
folium must be used. 





ORGANIC AND INORGANIC IRON FOR 
ANEMIA, 


For many years much difference of 
opinion existed as to the manner in which 
iron is absorbed from the alimentary canal 
so that it could be utilized by the body for 
the cure of anemia. Within the last dec- 
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ade a considerable amount of light has 
been thrown upon the processes by which 
iron is absorbed, so that our information 
concerning this matter is much more 
nearly accurate than it was at one time. 
It has been taught by many investigators 
that of the various preparations of iron, 
inorganic salts produced the best results, 
and that in the majority of instances the 
insoluble preparations produced better re- 
sults than the soluble ones. On the other 
hand, some physicians have endeavored to 
cure anemia by the administration of iron 
derived from organic sources, as from the 
blood, the liver, or even portions of the 
bone-marrow, with the idea that as or- 
ganic iron it would be more readily util- 
ized by the body of the patient. Opposed 
to them have been the advocates of the 
use of inorganic preparations, and much 
evidence has been adduced that while on 
its face the administration of hemoglobin 
might be advantageous, as a matter of fact 
this complex organic body is so altered 
before it can be absorbed that it possesses 
no advantages above the more old- 
fashioned preparations. For these reasons 
we have read a paper contributed by Pro- 
fessor Halliburton to the British Medical 
Journal of April 9,1904. Asa result of his 
investigations he believes that hemoglo- 
bin is a useful substance for the purpose 
of combating ordinary secondary anemia. 
Experimenting on rats with crystalline 
oxyhemoglobin from dogs’ blood, he found 
that such hemoglobin seemed to increase 
the number of the red blood cells and the 
total amount of hemoglobin in the blood, 
and he believes that the greater portion of 
the absorption of the iron from the hemo- 
globin takes place in the extreme pyloric 
end of the stomach, and in the first few 
inches of the duodenum, the spleen being 
the principal organ for the storage of the 
iron. Halliburton, of course, recognizes 
that hemoglobin is not absorbed as such, 
but that it is converted in the stomach into 
acid hematin. This substance is certainly 
quite difficult of absorption, but is still 
further influenced by the pancreatic juice, 
which rapidly dissolves it, forming alka- 
line hematin, which is readily diffusible 
through an animal’s membrane. Probably 
therefore the greatest amount of the sub- 
stance is absorbed through the lower por- 
tion of the duodenum, where the reaction 
is distinctly alkaline. Still further down 
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in the bowel, where the reaction again be- 
comes acid, absorption probably ceases. 

This research of Halliburton, which is 
confirmatory of a number of others which 
have been made during the last few years, 
in no way destroys our confidence in the 
value of the various preparations of in- 
organic iron, but it shows that organic iron 
derived from hemoglobin is of some value 
in medicine and is not entirely useless, as 
some have claimed in the past. For our- 
selves, we still expect to employ the old- 
fashioned or inorganic preparations when- 
ever a serious anemia of a secondary type 
is to be combated. 





THE TREATMENT OF ANEMIA IN 
RELATION TO ETIOLOGY. 


A number of years ago no drug was 
more abused than iron, which, in various 
forms, was frequently prescribed as a 
tonic or roborant. With increasing 
knowledge of the causes and character- 
istics of the various forms of anemia it 
became evident that iron was chiefly use- 
ful in so-called secondary anemias and in 
chlorosis, and that in the more chronic 
forms of anemia it was practically use- 
less. It also was learned that iron is 
practically valueless in many of the dis- 
eases in which it was at one time com- 
monly employed, and while its use in sep- 
sis is still regarded with favor, it is uni- 
versally considered that iron cannot be 
given rationally unless a careful exami- 
nation of the blood reveals a diminution 
in hemoglobin. Still more recent ad- 
vances in our knowledge of the causes of 
many forms of anemia render it evident 
that secondary anemia is simply a symp- 
tom of an underlying condition, and that 
to cure the anemia it is necessary that the 
physician should by proper medication 
eliminate these causative factors from the 
case. This is particularly true of cases of 
anemia which develop in the South, and 
which are commonly the result of malar- 
ial infection. It is also a fact, which is 
not as yet as widely recognized as it de- 
serves, that intestinal parasites are capa- 
ble of causing grave anemia, and that 
throughout the Southern United States 
an intestinal parasite known as the 
Uncinaria americana is responsible for 
the alterations which take place in the 
blood. It will be remembered that Stiles 
has proved the existence of this parasite 
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in a large number of cases of anemia, and 
has shown that in certain districts the 
pallor and malnutrition of many of the 
people is entirely due to its presence. To 
administer iron in cases of this char- 
acter without at the same time, or pre- 
viously, giving thymol in sufficiently full 
doses to destroy the parasite is useless. 
Usually it is best to follow the thymol by 
a purgative dose of castor oil. 

In a paper recently published on this 
subject by Dr. L. M. Warfield, of Savan- 
nah, he asserts that the anemias of the 
country districts are due in the great 
majority of cases not to malaria but to 
uncinariasis. He also believes that the 
same condition may at times give rise to 
a fever simulating typhoid fever or 
estivo-autumnal malaria. The patient 
should be instructed to carefully examine 
his stools for small, threadlike worms, 
and to bring specimens for examination. 
The treatment advised by Warfield is as 
follows : 

“The treatment of the cases is simple 
and successful, although in severe cases 
it is necessary to continue specific treat- 
ment at intervals until the stools are free 
from eggs. One gives an adult castor 
oil or Epsom salts in the evening. There 
must be no food whatever given from 
then until noon of the following day. At 
8 a.M., 30 grains (2 grammes) of finely 
powdered thymol is given either in cap- 
sule or with a little water. At 10 a.m. 
another dose of 30 grains, followed at 
noon by a large dose of castor oil or salts 
(3 j-ij). In order to facilitate the action 
of the thymol some give whiskey or 
brandy with it, but as the combination 
has proved on several occasions to possess 
distinct depressing and toxic actions, it 
is safer to administer the drug in capsules 
or with water alone.” 





ENTEROSTOMY IN PERITONITIS. 


An experience based on the trial of a 
method in forty-one cases, in a single in- 
stitution—4.e., presumably with a similar 
technique—is of sufficient importance to 
merit careful study at the hands of the 
profession; and when such a procedure 
seems to promise a lessened mortality in 
an affection notoriously fatal, it seems 
worthy of a trial at the hands of the 
operating surgeon. 


In a paper based on this experience, 
and briefly reviewing histories of intes- 
tinal paralysis and distention incident to 
peritonitis, Greenough (Boston Medical 
and Surgical Journal, May 19, 1904) 
holds that the obstruction of the intestine 
in diffuse peritonitis is due to suspension 
or paralysis of peristalsis, which in turn 
is caused by inhibition, toxic paralysis, 
and overdistention. It may also be attri- 
buted to mechanical causes, such as in- 
flammatory infiltration of the bowel wall 
or adhesions. 

He strongly advocates enterostomy in 
the graver forms of diffuse peritonitis, 
since thus the gases and decomposing 
contents of the bowel are drained, and 
relief of paralysis of peristalsis is obtained 
—i.e., overdistention is removed. More- 
over, thus the bowels can be subjected to 
lavage, and there can be introduced stim- 
ulants, nourishment, fluids, and cathar- 
tics. 

Greenough advocates the use of the 
Mixter tube in the performance of these 
operations. It should be applied to the 
cecum. He notes that spontaneous clos- 
ure of the resultant fistula may be ex- 
pected if the opening is kept below the 
level of the parietal peritoneum. He has 
apparently shown that by a systematic 
use of enterostomy in the graver forms of 
diffuse peritonitis the number of patients 
dying on the second, third, or fourth 
days after operation is reduced. Atten- 
tion is drawn to the fact that visible per- 
istalsis and spasmodic pain in intestinal 
obstruction always indicates a mechanical 
cause for the obstruction, and that the 
persistence of symptoms, unrelieved by 
enemata and cathartics, is an indication 
for operation. Under such circumstances, 
enterostomy, if indicated, should be ap- 
plied to the part of the intestine nearest 
above the obstruction. 

As to the statistics of this operation, in 
the Massachusetts General Hospital, in 
the last four years, forty-one cases of 
diffuse peritonitis were treated by enteros- 
tomy, in addition to other - operative 
measures. It was done as a first opera- 
tion in twenty-four cases, of which five 
recovered. In seventeen cases it was 
done as a secondary operation; one case 
recovered. Multiple incision, irrigation 
with salt solution, and drainage, were 
employed in the majority of the cases. 
Although a superficial glance at these 
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figures is not convincing as to the value 
of enterostomy, a closer study and com- 
parison with other measures apparently 
show that the method was distinctly 
serviceable in lessening the mortality of 
a complication which is usually regarded 
as fatal. 

The method of performing this opera- 


tion by the Mixter tube is very simple. 


The latter is of glass, bent at a right 
angle, about one-half inch in diameter, 
and provided with a flange and a collar, 
about a quarter of an inch apart, at the 
lower end. A purse-string stitch is intro- 
duced in the intestine, and in its center a 
linear incision half an inch long is made 


parallel with the long axis of the bowel.. 


The flanged end of the tube is inserted 
into the bowel, and the purse-string stitch 
is tied under the collar, thus preventing 
leakage, but securing the tube in place. 
The end of the purse-string stitch is then 
carried through the parietal peritoneum, 
just below the margin of the abdominal 
wound, thus securing the opening below 
the level of the abdominal wall. A rub- 
ber tube is attached to the outer end of 
the glass tube and conducted through the 
dressings to a receptacle beside the bed. 





ABSCESS OF THE LIVER. 





It has long been recognized from 
a diagnostic standpoint that abscess of 
the liver is a common complication of 
amebic dysentery, being frequently en- 
countered in the tropics, and rarely in the 
United States, yet not so rarely but that 
large clinics will present one or two cases 
during the course of a teaching year. 
From statistics furnished by autopsy it 
has been calculated that from 20 to 35 per 
cent of those perishing from dysentery 
exhibit abscess in the liver. A study by 
Rhoades, corroborated by Craig, based 
on an experience gained in working with 
our troops in Manila, shows that about 
five per cent of dysenteric cases may be 
expected to develop hepatic abscess. It 
is a well known fact, perhaps incident to 
the comparative rarity of the affection in 
this country, that the great majority of 
these cases are not recognized as such 
during life. Rhoades shows (Annals of 
Surgery, May, 1904), however, that 
diagnosis is: comparatively easy, since 
among seventy odd cases that died from 
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dysentery, but one of liver abscess found 
its way to the post-mortem table because 
of wrong diagnosis, and that was a sus- 
pected case; an unwarranted dependence 
upon the aspirating needle as a diagnostic 
means, however, led to delaying decisive 
action until the patient succumbed to 
pleural rupture. During this period 
twenty-four cases of liver abscess were 
operated upon. 

Among the symptoms which charac- 
terize typical abscess seen in the early 
course of the disease are a history of dys- 
entery contracted in the tropics, accom- 
panied by loss of weight, drawn features 
and ashen complexion, general lassitude 
and dragging pain about the liver, in- 
creased liver dulness as demonstrated by 
percussion, associated with an area of 
tenderness, a rise of temperature in the 
evening to 100° in the purely amebic 
type, and to 102° in a case of mixed in- 
fection. The corresponding morning 
temperature is from 98° to 99°. There 
is an evening pulse of 95 to 110, with 
morning beats of 72 to 85. There is 
moderate leucocytosis. The hemoglobin 
estimation is given as 70 per cent; the 
red blood cells run 3,500,000. The sub- 
cutaneous veins over the hepatic area are 
dilated. There is neither jaundice nor 
splenic enlargement, nor friction sounds 
over the hepatic area, nor bulging of the 
chest wall, nor local edema. Cough is 
not a symptom. Basic pneumonia is not 
present, and there is no dyspnea. The 
skin is moist, the tongue coated. The 
bowels are constipated or unduly loose. 
The urine shows traces of albumin and at 
times casts. These patients are generally 
ambulatory, but are crippled for active 
service. 

Later, if the patient has not in the 
meantime perished, the enormous en- 
largement of the liver, friction sounds 
over the hepatic area, bulging of the right 
chest wall and dry cough, localized 
edema, basic pneumonia and shortness of 
breath, constitute a symptom-complex 
which makes diagnosis a simple matter. 
It happens, however, that the majority of 
cases perish before these symptoms be- 
come obvious, hence the importance of 
Rhoades’s communication, since these 
abscesses when single are perfectly amen- 
able to surgical treatment. 

Rhoades holds that pain in the right 
shoulder, radiating into the side of the 
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neck, gnawing and aching in character, 
which has been so frequently named as a 
symptom of hepatic abscess, is of rare 
occurrence, being experienced only when 
the abscess is near the base of the gall- 
bladder or in the posterior and inferior 
border of the right lobe near the trans- 
verse fissure, regions in which these 
abscesses are not common. 








Reports on Therapeutic Progress 








THE GOUTY STATES. 


In the Postgraduate for May, 1904, 
SATTERTHWAITE States that in the man- 
agement of an acute case of gout, taking 
podagra as an example, the inflamed part 
should first of all be elevated, and placed 
in a comfortable position. If the patient 
is sitting up, the leg may be put on a firm 
support. A folded pillow under the knee, 
maintaining the limb in a fixed position, 
enables the joint to be a little bent, which 
is usually agreeable. If in bed the limb 
should be protected from the weight of 
the bedclothes by a cradle. As for local 
applications, individual preferences merit 
consideration. Usually the old-fashioned 
lead and opium wash, now happily sup- 
planted by a solution of morphine in lead 
water and alcohol, is found to be the best 
of the external lotions. The following is 
a good formula: 

Dilute alcohol, £3iij ; 


Lead water, £3j; 
Acetate of morphine, grs. x. 


M. Apply it cn absorbent cotton, cover with 
oiled silk, and renew every four hours. Or, in 
lieu of it, use a saturated solution of the bicar- 
bonate of sodium. 


For those who do not mind an oily ap- 
plication, the following is to be recom- 
mended : 

Guiacol, f3ss; 
Oil of wintergreen, f5ss; 
Olive oil, £3ij. 

M. 

Guaiacol is readily absorbed by the skin 
and is said to reduce the temperature. 

A more elegant mixture, however, is: 

Menthol, 3j; 

Alcohol, f3iv; 

Glycerin, £5j; 

Cherry laurel water, £3). 

M. 


At one of our American baths the pa- 
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tient is put during this stage into the tub 
at 98° to 100° F., kept there fifteen min- 
utes, and then douched with water at 102° 
F. for another fifteen minutes. Afterward 
the flabby parts of the body are massaged, 
the inflamed joints being untouched. A 
mercurial purge follows, and later a saline 
cathartic, while the salicylate of lithium 
or colchicum, or the iodide of potassium 
or sodium, is used until the subacute 
stage has been reached, when they are 
abandoned for dietetics, hygienic and 
balneotherapeutic methods. It is thought, 
however, that success if attained is due to 
the drugs rather than to the hot water and 
massage. 

Some patients prefer no applications, 
even of cotton, to the joint. It may also: 
be necessary to give morphine hypoder- 
mically in %4-grain doses to relieve the 
pain. Phenacetine or lactophenin in 5- 
to 10-grain doses will give some relief, 
but they are rarely effectual in sharp at- 
tacks. As soon as possible the wine of 
colchicum should be given in doses of 
from 15 to 30 minims every four hours, 
alternating with salicylic acid or the sali- 
cylates of sodium in 15-grain doses, also 
at intervals of four hours. It is believed 
that the disease will, under this treatment, 
be aborted. As soon, however, as the col- 
chicum has accomplished its object so far 
as to relieve the pain, the dose of both 
colchicum and salicylates may be dimin- 
ished to one-half, and later to one-third. 
Colchicum, as is well known, is apt to 
produce gastrointestinal disturbances, re- 
duce the frequency of the pulse, and at 
times cause symptoms of collapse. Its 
action on the kidneys is variable. For 
these reasons its administration should be 
carefully watched. Colchicum probably 
derives its benefit from its action as a 
laxative, perhaps as a cholagogue. The 
author gives it with 1/100 grain of 
nitroglycerin, which dilates the vessels, 
while it acts as a cardiac stimulant. If 
salicylic acid or the salicylates are not well 
borne, he gives the citrate of potassium in 
30- to 60-grain doses every four hours. 
One should lose no time, however, in giv- 
ing a mercurial purge as soon as prac- 
ticable. It relieves portal congestion, and 
so tends to the elimination of uric acid 
or the purin bodies. 

After the mercurial has produced a full 
fecal discharge, the cholagogue effect may 
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be kept up by podophyllin, aided by colo- 
cynth. A pill:that accomplishes this ob- 
ject consists of: 

Resin of podophyllum, gr. 4; 

Extract of colocynth compound, gr. j; 


Extract of hyoscyamus, gr. j; 
Extract of nux vomica, gr. 1/6. 


M. Give one every night if necessary. 


Notwithstanding that opiates may and 
often do derange the digestion, and retard 
a metabolism that is already faulty, it is 
the writer’s habit to give them if sleep 
cannot be obtained by sulphonal, trional, 
or similar hypnotics. 





THE LOCAL USE OF QUININE IN HAY- 
FEVER. 


FULTON writes to the Medical Record 
of June 25, 1904, on this topic. 

So many remedies have from time to 
time been proposed for the relief of hay- 
fever that subjects of this peculiar mal- 
ady have become very skeptical as to 
their value; and very naturally so, for 
they all have one serious drawback—the 
uncertainty of their action. 

The writer offers a method of using 
quinine locally in typical cases of hay- 
fever, which has proven remarkably suc- 
cessful in his hands. The treatment 
consists of the employment of a satu- 
rated solution of the quinine sulphate in 
sterilized water, as a nasal spray, and 
the application to the mucous membrane 
of the nares of an ointment consisting of 
quinine and vaselin in the proportion of 
thirty grains to the ounce, the applica- 
tions being made every four to six hours. 
After trying various unguents and com- 
binations, he has found simple vaselin to 
be the best. The white vaselin is not 
suitable, nor is the liquid vaselin. Lano- 
lin is an ideal base, but is too offensive 
to the sense of smell. The use of the 
spray alone will not suffice, but should 
be used as an adjunct to the ointment. 
Spraying the nares will at once stop all 
symptoms of coryza, but the effect will 
not be maintained long unless followed 
by the thorough application of the oint- 
ment. This may account for the failure 
of this treatment as first suggested by 
Helmholtz, who employed only the 
spray. The application of the ointment 
should be made at least every six hours, 
and it may be necessary to repeat it 
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every four hours. An application at 
bedtime, and at two or three o’clock in 
the morning, will prevent all symptoms 
through the night. Two or three appli- 
cations of the spray should be made in 
the twenty-four hours, at the times when 
the patient has found the irritation to 
be at the maximum degree of intensity. 
In respect to the mode of using the oint- 
ment, the little finger is the. most con- 
venient applicator. 

As far as the effects of this simple 
remedy have been observed, the results 
are as follows: Used according to the 
foregoing suggestions the symptoms of. 
coyza are immediately removed, nor 
will they return as long as the treatment 
is continued. The usual accompanying 
irritation of the conjunctive, of the 
Eustachian tubes, and palate quickly 
subsides. Opportunities have not been 
had so far to test this treatment in ir- 
regular types of the disease, or to esti- 
mate how far these results may be 
modified by individual peculiarities, but 
so far as its effects have been noted it 
seems fair to conclude that hay-fever 
subjects will find this a remedy of actual 
value, and that it will promptly and 
completely relieve a large proportion of 
these cases. 





THE TREATMENT OF TABES DORSALIS 
AND ITS PROGNOSIS. 


Faure writes in the Lancet of June 
18, 1904, upon this theme, and makes 
several emphatic statements as to his 
views. He asserts that it is indisputable 
that no tabetic gets well solely on ac- 
count of the quantity of iodine or of’ 
mercury which he absorbs, and _ that 
aggravation of the disease is more fre- 
quent among tabetics who are put on an 
antisyphilitic treatment in increasing 
doses than among those who are not 
treated in this way. It is necessary to 
avoid attributing exclusively to the action 
of heroic remedies such as mercury the 
relaxations and the diminutions in the 
symptoms of disease which are sometimes 
observed in the majority of cases of tabes, 
for such ameliorations are the rule, and it 
is incorrect to say that locomotor ataxia 
must be a disease which is necessarily and 
invariably progressive (Brissaud, Joffroy, 
Raymond, Marie, Ballet, and others). 
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The disease is steadily progressive in a 
third of the cases. It is arrested, im- 
proved, or gets well in about a fourth of 
the cases, and in the remainder it proceeds 
very slowly with periods of quiescence, 
only affecting the life of the patient seri- 
ously on occasions, and during the rest of 
his life offering him the possibility of liv- 
ing a life the activity of which doubtless 
must be diminished, but which is by no 
means very uncomfortable, and is mark- 
edly different from the average life which 
used to be supposed to be the only one in 
view for a tabetic; and this life may go on 
for a long time, for by statistics collected 
at Berlin, La Malou, and Bicétre it ap- 
pears that the duration of life of a tabetic 
is very nearly the same as that of a normal 
patient (Leyden, Belugou, Faure, and P. 
Marie). 

Why, then, are the present prognosis 
and that formerly held so different? For 
many reasons. First, it is obvious that in 
the present day nearly all medical men 
know how to diagnose tabes in its very 
early stages, whereas in former years the 
diagnosis was only very rarely made. As 
the patient is made the sooner aware of 
his malady by so much is he the sooner 
treated. Secondly, the very general em- 
ployment of the treatment by mercurials 
and iodides of syphilitic patients is proba- 
bly a reason for the diminution in the evo- 
lution of tabes, which may be called the 
daughter or niece of syphilis (Babinski, 
Leredde). And thirdly, because a tabetic 
patient nowadays is treated as a tubercu- 
lous patient, and so many other patients 
suffering from chronic diseases, so that he 
does not sit down with his hands folded 
and resign himself without a struggle to 
the fatal sentence which used to be pro- 
nounced against him as soon as the diag- 
nosis of tabes was given. The tabetic 
takes care of himself, that is to say, just 
as a tuberculous patient does; he modifies 
his mode of life, he gives up certain per- 
iods to treatment, he regulates his affairs, 
and no longer carries on his work as a 
normal man but as an individual—in 
short, he makes terms with his enemy and 
sacrifices a little to gain much. He lays 
down a special regimen for himself, and 
so is enabled to economize his life, so to 
speak, and to make the smallest demands 
possible upon his vitality. The physician 
who undertakes the care of a tabetic pa- 
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tient should map out his code of directions 
so as to attain the mean between two 


extremes. (1) He must not allow the 
patient to think that there will be a com- 
plete and radical cure within a few 
months, or that there is any specific rem- 
edy for his disease; but (2) he must not 
allow his patient to abandon himself to 
his lot as one without hope or to think 
that his disease is inevitably tending 
toward death, for such is not the case. 
The physician should further inform the 
patient that the disease from which he is 
suffering will in all probability not get any 
less during his life, that it will diminish 
his capacity for work, and will be the 
cause of suffering and of discomfort, but 
that on the other. hand the watchful care 
of the medical attendant and the willing 
cooperation of the patient will to a great 
extent avoid the occurrence of possible 
complications. Finally, he must tell him 
that tabetic patients have been known to 
get quite well. 

As a matter of fact, the arrest with the 
persistence of the abolition of the patellar 
reflex, or of Argyll-Robertson’s sign, or 
of any other symptom without import- 
ance, has the same value for the patient as 
a cure. Besides this the medical man 
must attend carefully to the state of the 
patient’s bladder and see that it is washed 
out; he must prevent the accumulation 
of fecal matter in the intestines, which so 
commonly occurs in tabes; he must keep 
a watchful eye upon his patient’s nourish- 
ment and ‘sleep, and see that he is not 
underfed and that he does not suffer from 
insomnia; he will order him to live as 
much as possible in the open air, and will 
protect him from overwork, either men- 
tal or physical; and finally, he will watch 
with care the condition of the circulatory 
system. By doing this the physician will 
be in the way to combat most of the 
causes of death which supervene in tabes. 
Moreover, while this long watch is being 
kept the physician must remember to order 
such drugs as may be suggested by cir- 
cumstances. 

The physician should besides impress 
upon his patient the necessity for taking 
an annual “cure” of one or more months’ 
duration, during which the patient resid- 
ing in a sanatorium should devote him- 
self entirely to the task of repairing the 
damage already caused by the disease and 
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to putting himself into a condition to 
resist the attacks of complications which 
may be expected to occur. During this 
therapeutic retreat the patient should by 
means of special exercises learn how to 
train his respiratory system, as it is owing 
to defects in this that a tabetic patient 
suffers from respiratory crises, such as 
attacks of suffocation, of bronchopulmo- 
nary infection, or of hemoptysis. He 
must also train his excretory system so far 
as regards urination and defecation. He 
will also find that he will greatly improve 
and possibly will recover altogether his 
powers of voluntary movement over 
which he may have completely lost con- 
trol. During the period of retreat he may 
also submit himself to a special hygienic 
course of thermal hydrotherapy, and fin- 
ally must employ all the methods which 
experience has already shown to be use- 
ful in cases of tabes. 

But the continuity of the treatment 
must be maintained not for a day, or a 
week, or a month, but throughout the 
years. After years of strict care and of 
watchful medical surveillance the tabetic 


patient will find himself a changed man. 
Even though he does not recover the in- 
tegrity of all his functions, yet he may at 
least make sure of the prolongation of his 
life, of being able to do some kind of 
work, and to have health and strength 
sufficient to enable him to lead a useful 


and interesting life. It is by following 
these directions that the physician will 
find himself in a position to give in a case 
of tabes a prognosis which, if not abso- 
lutely good, is yet quite bearable in the 
majority of cases. [We fear this is an 
optimistic view.—Ep. ] 





THE PROPHYLAXIS OF OPHTHALMIA 
NEONATORUM. 


The Northwestern Lancet of June 15, 
1904, contains an article by THoMAs upon 
this ever important subject. While many 
views have been held as to the most 
efficient and least harmful way to 
prevent the occurrence of ophthalmia 
neonatorum, to Bischoff, of Basel, belongs 
the credit of first introducing a systematic 
method of treatment for the prevention 
of this disease. He washed out the vagina 
before delivery with a solution of car- 
bolic acid, and instilled into the baby’s 
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eyes a few drops of a solution of salicylic 
acid. The use, however, of antepartum 
intravaginal antiseptic douches of all 
kinds has now become deservedly un- 
popular. They make the mucous mem- 
brane dry and thereby retard the delivery, 
which is enough to condemn their use, for 
the longer the child’s head remains ex- 
posed to the vaginal secretions the greater 
the chance of the eyes becoming infected. 
Furthermore, it has been found by many 
investigators that vaginal douches, such 
as are commonly employed in obstetric 
practice, are rarely if ever effective in 
destroying all the intravaginal bacteria. 
There are, however, much simpler and far 
more efficient means. 

Though the value of solutions of silver 
nitrate had long been known in the treat- 
ment of gonorrheal and other blennor- 
rheal inflammations of the conjunctiva, 
its use as a prophylactic against ophthal- 
mia neonatorum was never employed un- 
til twenty years ago by Credé, of Leipsig. 
His routine has always been to wipe the 
child’s eyes carefully with a clean towel 
wet with some mild antiseptic immediately 
after delivery, and then to instil one or 
two drops of a two-per-cent solution of 
nitrate of silver. This was often done 
before even the cord was cut. If there 
was good reason to fear infection from a 
suspicion of gonorrhea in the parent, a 
second instillation was made on the next 
day. As a result of this simple procedure 
the number of cases of ophthalmia became 
reduced in Credé’s practice from ten per 
cent to less than half of one per cent. In 
all the larger maternity hospitals of 
Europe and America, where this method 
has now become the rule, the same success 
has been attained. In New York and in 
Boston, where several thousand children 
are born a year with dispensary physicians 
in attendance, and where the Credé 
method in some modified form is abso- 
lutely required, the percentage of cases of 
this disease is less than one per cent, and 
this in spite of the squalid and unhealthy 
surroundings. The attending physician 
must blame himself if ophthalmia ever 
develops. 

Much has been said against this use of 
silver nitrate. It is claimed by some that 
it is itself liable to set up a hyperemia of 
the conjunctiva, thus rendering it more 
susceptible to infection. There is small 
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proof of this, however, and in the hands of 
those who have had the greatest experi- 
ence with the nitrate of silver in this way 
there has been no harm reported. On the 
contrary, they claim that no harm ever 
comes from its use. The important dis- 
coveries of late years of certain organic 
compounds of silver, such as nargol, 
argonin, and protargol, should put an end 
even to these objections, for they are com- 
paratively wumirritating and _ reasonably 
efficient. An obstetric bag should be no 
more ‘without one of these solutions for 
the baby’s eyes than it should be without 
some antiseptic for sterilizing the hands. 

But the instillation of a few drops of 
any of these collyria is not all that should 
be done to make the prophylactic treat- 
ment complete. ° Though these solutions 
may destroy any germs that have found 
their way into the conjunctival sac during 
birth, they can have no effect in destroy- 
ing bacteria which may be left on the 
child’s skin, particularly of the lids, face, 
and hands, from which infection may sub- 
sequently be carried to the eyes. It is 
important, therefore, when the infant re- 
ceives its first bath, that the face and 
hands are carefully washed and then 
wiped with a towel wet in some mild anti- 
septic. The face should be carefully 
cleaned first, and never dried with a towel 
that has been used before on the body. In 
view of the fact that an ophthalmia may 
be set up by infection carried from the 
face and hands, it seems more reasonable 
to apply the drops in the eye after the 
completion of the bath and the steriliza- 
tion of the skin around the eye, instead of 
before this time, as it is generally used 
and as recommended by Credé and his fol- 
lowers. 

The Ophthalmological Society of Great 
Britain, in consequence of the great dan- 
ger of ophthalmia neonatorum, and the 
well known want of care in its prophylaxis 
shown by many doctors and nearly all 
midwives, have recommended that more 
attention to this disease should be made a 
legal requirement. Much has been writ- 
ten about legislative enactments to control 
the occurrence and proper care of these 
cases; but nothing definite has been done 
and probably never can be. But the pro- 
phylaxis of ophthalmia neonatorum is 
slowly becoming a practice so generally 
used, and the laity is being made ac- 
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quainted with its value to such an extent, 
that doctors who do not employ it are in 
constant danger of malpractice proceed- 
ings against them. In view of the effect 
of the prophylactic treatment of this dis- 
ease, to have a case of ophthalmia neo- 
natorum not only suggests a want of care 
on the part of the attendant, but also en- 
dangers his reputation should the disease 
result in visual impairment or blindness. 





A STUDY OF THE EFFECT OF BORAX 
AND BORIC ACID ON THE HUMAN 
BODY, WITH PARTICULAR REFER- 
ENCE TO THEIR USE AS A 
FOOD PRESERVATIVE. 


We have published from time to time 
articles bearing on this topic. DIGHT 
reports an investigation of this substance 
in the Northwestern Lancet for June, 
1904. His conclusion is that on the diges- 
tive juices and on digestion, borax and 
boric acid in any moderate amount exert 
no ill effect, but in some parts of the ali- 
mentary canal accelerate digestion, and 
that the effect of borax and boric acid, 
when ingested in quantities such as would 
be taken in meat, is not that of an irritant 
to the mucous membrane of the stomach 
and intestines; neither are they irritants 
to the cells of the body generally. 

Borax is such a mild laxative as to be 
almost wholly lacking in irritating effect 
on animal tissues in moderate amount. 
The strength of its alkalinity, tested by 
titration with an acid, the author finds to 
be a trifle less than that of bicarbonate of 
soda, and this latter alkali is so weak that 
it is applied as a domestic remedy in the 
form of pure powder to fresh burns and to 
abraded surfaces. 

Dr. Oscar Liebreich has shown that a 
.5-per-cent solution of borax applied di- 
rectly to the interior of the living stomach 
of the dog causes no structural change in 
the cells that line its mucous surface—the 
gastric epithelia—and a stronger solution 
does not affect the intestinal epithelia. 
This is a stronger solution of borax than 
would likely exist in the human stomach 
from eating boraxed meat. The writer 
has himself taken at one dose into an 
empty stomach three grammes (46.29 
grains) of borax in a one-per-cent solu- 
tion in water, without any feeling of dis- 
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comfort following it, and no symptoms 
whatever were produced. 

Boric acid, likewise, is one of the mild- 
est acids known, being in this respect 
comparable to the carbon dioxide of the 
soda-water fountain, or of our exhaled air. 
It is a sedative to irritated and inflamed 
surfaces, and hence is used in inflamma- 
tion of mucous membranes, especially of 
the urinary tract, being. given internally, 
and is often applied locally in the cavities 
of the body, and to fresh wounds and to 
ulcers in its full strength in the powder 
form. 

Dr. Liebreich found that a 5-per-cent 
solution of boric acid applied directly to 
the cells that line the interior of the stom- 
ach produced no irritation and exerted no 
injurious action whatever, while a 5-per- 
cent solution of common salt he finds 
exerts an inflammatory action on these 
mucous surfaces. 

Borax and boric acid cannot therefore 
be regarded as irritants to the tissues in 
such quantities as might be taken in meat 
preserved by them. To show their non- 
irritating action as contrasted with the 
decidedly irritating effect of condiments 
and certain foods habitually taken into 
the stomach, the author has presented in 
his paper a series of diagrams made of the 
human eye, showing how it is irritated 
and. becomes congested by the application 
to it of these substances. 





' MANAGEMENT OF FEVER IN CHILD- 
HOOD. 


Murray in the Medical News of June 
18, 1904, gives the following advice. He 
believes that in no class of cases that a 
physician is called upon to treat are the 
results more satisfactory than in those due 
to products of fermentation, when the in- 
telligent codperation of the parents or of 
a trained nurse can be secured. If the 
parents themselves are lax in discipline, 
and are unable to govern the child, an effi- 
cient trained nurse must be secured, into 
whose hands the exclusive management of 
the child should be placed. The essential 
part of the treatment is that relating to 
diet. It has been the writer’s practice to 
clear the digestive tract of all fermentative 
products. Then keeping the fever under 


control by cold sponging, ice-cap, or rec- 
tal irrigation, he proceeds to combat the 
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toxemia by stimulating the organs of elim- 
ination, viz., the kidneys, bowels, and skin, 

The author does not believe that in alt 
cases all food must be stopped, but on the 
contrary he does believe that the patient 
should be sustained by proper food. A 
small amount of peptone is absorbed both 
in the stomach and rectum. In moderate 
fevers some sugar is absorbed, also albu- 
men, and fat in but small quantities, be- 
cause of its tendency to become acid; 
starch finds the saliva more or less dimin- 
ished, thus its amounts must be carefully 
estimated. Given in undue quantity it 
may result injuriously by acting as a 
mechanical irritant, and give rise to fer- 
mentation. In ordinary fevers the food 
must be liquid and rather cool; in vomit- 
ing, cold; in respiratory diseases, warm; 
in collapse, hot. The best feeding time is 
the remission. In intermittent fevers 
nothing should be given during the at- 
tack except water, or acidulated water, 
with now and then an alcoholic stimulant. 
The scheme suggested by Dr. Coit for 
feeding children from twelve months to 
two years of age who are suffering with 
fever seems to be a very accurate and 
simple way in which to manage the diet 
in these conditions, viz., when the even- 
ing rectal temperature is 100° F. or above 
it no food except milk containing fat two 
per cent, proteid one per cent, sugar five 
per cent, should be employed; or better 
still, cut down the regular formula which 
the child is taking according to this plan, 
which should be advanced in a progressive 
series: First, boiled regular milk 3 
ounces, then 4, then 5, then 6, then 6%; 
boiled water 2 ounces, then 2, then 1, then 
1; lime water 1 ounce, %4 ounce, then 4. 

When the evening rectal temperature is 
below 100° F. advance one step in the 
above plan each day until full-strength 
milk is again used. When the evening 
rectal temperature is steadily below 100° 
F., yet above normal, allow only, besides 
the milk, bread and butter with first, third, 
and fifth meals, and broth and dextrine 
biscuit with midday meal. 

When the evening rectal temperature is 
steadily normal allow cereals and sterile 
cream with first and fifth meals, and when 
this is well borne add to the midday meal 
gradually, first starchy vegetables, milk 
puddings, green vegetables; then eggs, 
white meats, and finally red meats. 
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The author calls attention to the fol- 
lowing as one form of fever which defies 
both medicinal and hydrotherapeutic 
measures of treatment: Inanition or star- 
vation fever is a condition depending upon 
insufficient feeding or lack of assimilation. 
It is common in early infancy, and would 
undoubtedly be much more frequently 
recognized were the temperatures of in- 
fants taken more often. It usually devel- 
ops under one of the following conditions : 
First, when a child refuses all food, 
whether from the breast or bottle, or can 
be made to take only so small an amount 
that it is not enough to support life. 
Second, when the food given is entirely 
inadequate, as when a child is nursing 
upon a dry breast, or one in which the 
milk supply is so scanty that it gets prac- 
tically nothing. Third, when the char- 
acter of the food is improper. Fourth, 
when the infant at birth has such feeble 
powers of digestion, because it is prema- 
ture or delicate, that it is unable to digest 
and assimilate enough of the food given 
to sustain life. Fifth, when a sudden 
change of food is made to one so difficult 
of digestion that the child is unable to 
assimilate it. This may happen after sud- 
den weaning. 





DIGITALIS IN HEART DISEASE. 


Editorially the Medical News of June 
18, 1904, has this to say about this im- 
portant subject: 

There is no doubt that digitalis em- 
ployed in mitral regurgitation with symp- 
toms of loss of compensation is often an 
extremely helpful and always a very satis- 
factory drug. On the other hand, any 
one who has seen the uncomfortable ef- 
fects produced by digitalis in cases of 
aortic regurgitation, in' young persons 
with hypertrophy of the left ventricle, 
especially where patients are still able and 
are allowed to be around on their feet, 
will realize how much harm may be done 
by its use in heart disease without proper 
selection of cases. It may be said at once 
that to suggest its use simply because 
there is a murmur present, and because 
perhaps the patient is nervous as the re- 
sult of having recently been informed by 
an- insurance examiner, or after some 
chance examination of the heart for some 
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other reason, that he has heart disease, is 
almost sure to be harmful. 

The typical cases in which digitalis 
does good are those suffering from chronic 
mitral endocarditis due to rheumatism. 
In these cases, if both the aortic and the 
mitral valves have: become affected, as 
sometimes happens, then digitalis does 
good notwithstanding the fact that in 
simple aortic regurgitation it is usually 
contraindicated. These cases, however, 
are seen typically in young persons, before 
there is any degeneration of arteries. 
Whenever there are sclerotic changes pres- 
ent in the arteries, as is typically the case 
in most instances when aortic disease 
develops, then digitalis is always contra- 
indicated. 

In stenotic conditions at the various 
valves digitalis would seem to be nearly 
always a dangerous drug. With regard 
to mild amounts of stenosis at the mitral 
valve there may be some doubt in the 


‘application of this as a general rule. In 


aortic stenosis, however, there can be no 
doubt, as the increased action of the left 
ventricle produced by digitalis when 
exerted in the direction of the already 
blocked path, through which all the blood 
in the body must pass about twice a min- 
ute, is sure to produce overdistention of 
the cavity with degenerative changes in 
the muscular fibers and dilatation rather 
than compensatory hypertrophy of the 
heart. When there is considerable amount 
of stenosis of the mitral valves the same 
thing would seem to be true, since the 
auricular fibers are much less capable of 
hypertrophy for the purpose of overcom- 
ing the resistance that the blood-stream 
encounters at this orifice. Some stenosis 
here, however, probably exists with every 
regurgitation, and the indications are not 
so absolute. 

In general it may be said, however, that 
the most important factor in any suc- 
cessful therapeutics of heart disease, 
whether it be by the use of digitalis or 
any other remedy, must always be consid- 
ered to be absolute rest for the patient. 
It would seem especially unfortunate to 
use digitalis freely at times when patients 
are around on their feet and using prac- 
tically all the strength they have, when 
they should be resting quietly in bed and 
giving their hearts the indispensable op- 
portunity to recuperate after the strain 
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and the overwork which have caused the 
break in their compensation. It is the 
neglect of this precaution that, especially 
in the early and often quite tractable 
forms of mitral heart disease, is the true 
cause for complaints on the part of phy- 
sicians of the failure-of digitalis to give 
relief. There is another cause in the 
neglect of proper regulation of diet and 
due attention to intestinal evacuation 
which must be the first step in any treat- 
ment of heart conditions. 

One of the greatest clinical teachers 
here in America once impressed this 
lesson upon his class by demonstrating 
a patient in whom both mitral and aortic 
regurgitation were present, with, in addi- 
tion, some leakage of the tricuspid valve. 
Heart compensation, which had at one 
time in the patient’s history been quite 
satisfactory, was completely broken down. 
The professor said: ‘You see how seri- 
ous is this case. Of course we shall put 
him to bed and require him to rest there 
absolutely—that is, not allowing him even 
to sit up to eat or read. We shall make 
his diet bland and as unirritating as pos- 
sible, and it shall consist mainly of milk, 
which fortunately he likes very well. We 
shall keep his bowels freely open and 
shall remove all sources of worry, as far 
as possible, from him. Of course we must 
give him medicine, otherwise he would 
be sure that nothing was being done for 
him. We shall prescribe for him ten 
drops of compound tincture of cardamom 
every two hours for the next week, and I 
shall show him to you at the end of the 
week and you will see how much he 
has improved.” The event justified his 
prophecy. The lesson was too precious 
ever to be forgotten. 





THE TREATMENT OF CEREBROSPINAL 
MENINGITIS. 


In the Medical News of June 4, 1904, 
Kopuiik deals with this important sub- 
ject. He thinks that the more we study 
the methods of treatment pursued in the 
management of cerebrospinal meningitis, 
the more we are led to the conclusion that 
the disease, very much like pneumonia, is 
a self-limited one, and that all we can do 
is to relieve the suffering of the patient 
and treat the complications. The results 
of treatment seem to be very closely con- 
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nected with the severity of the epidemic, 
and that of the infection in the various 
epidemics. Thus, in an epidemic in 
Oporto there is a record of 56 deaths in 
91 cases, a mortality of 62 per cent. In 
other epidemics the mortality has been 
quite low, 25 per cent, and in others 
higher than this percentage, as may be 
seen by referring to the section on mor- 
tality. And still in these epidemics very 
much the same treatment has been pur- 
sued, if we except one procedure, viz., 
that of lumbar puncture. 

Much has been expected of lumbar 
puncture, and still, it must be said, com- 
paratively little has been realized from it, 
in a therapeutic sense. Seager, in record- 
ing the mortality and treatment observed 
by him in cases of epidemic cerebrospinal 
meningitis, shows that by simple lumbar 
puncture 9 cases in 20 died, a mortality 
of 45 per cent. In the treatment by baths, 
60 per cent died. He then gives the sta- 
tistics of the last procedure, that of lum- 
bar puncture followed by the injection of 
a number of cubic centimeters of a one- 
Of 31 cases 


per-cent solution of lysol. 
treated by such an injection into the cere- 
brospinal space, 13 died, a mortality of 


42 per cent. In the same clinic where 
Seager observed these procedures, 7 cases 
were treated with an injection of oxycya- 
nide of mercury, and 4 died. Neither of 
these procedures prevented relapses in the 
cases observed by Seager, and these were 
quite frequent. In the epidemic in Oporto, 
26 cases were treated by simple lumbar 
puncture; of these 8 died, a mortality of 
30 per cent. 

In considering the benefits of lumbar 
puncture in an epidemic of cerebrospinal 
meningitis, there are some, such as Osler, 
Wentworth, Concetti, Travers Smith, and 
others, who think that this procedure is 
of decided benefit to the patient, inasmuch 
as headache and delirium are often re- 
lieved. 

From the author’s experience, which 
has been considerable, he cannot say as 
yet that lumbar puncture is curative. In- 
deed, it cannot prevent relapses, as he 
has proven to his satisfaction in cases in 
which the temperature had dropped after 
lumbar puncture, remained normal for a 
week, and then, without any apparent 
cause, a new attack was inaugurated. The 
fluid after the last puncture having been 
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quite clear and sterile, possibly on ac- 
count of the paucity of microorganisms, 
became very turbid again, and there re- 
curred an intermittent curve, lasting over 
three weeks. 

The author has observed the tempera- 
ture to rise after lumbar puncture, and 
the patient on the surface did not seem 
to have been benefited; but on a close 
study of the cases he has found that the 
temperature is not a guide as to the effi- 
cacy of the procedure of lumbar puncture. 
Lumbar puncture certainly relieves symp- 
toms of pressure, for in older children who 
can describe their sensations there is much 
relief after the withdrawal of 40 or 50 
cubic centimeters of fluid from the cere- 
brospinal canal. In fact, in one case, the 
author recalls a little patient of twelve 
years who actually requested (so severe 
was the headache) that the procedure 
should be repeated, inasmuch as it was 
the only thing that gave her relief. There- 
fore, if the irritability is great and head- 
ache is severe, as may be judged even in 
children by the rational symptoms, lum- 
bar puncture is indicated. 

Again, if rigors are frequent, lumbar 
puncture is certainly indicated, inasmuch 
as a certain amount of purulent exudate 
is thus withdrawn in the same sense as it 
would be indicated in a pleurisy. 

Lumbar puncture is inefficient in cer- 
tain types of cases, in which there is ex- 
treme retraction of the occiput, rigidity, 
and even opisthotonos (basic meningitis). 
In some of these cases introduction of a 
needle is attended by no results—that is, 
there is a dry tap. It has been shown 
that in-these cases there is danger of sud- 
den dilatation of the ventricle, and what 
might have been relieved by the only pro- 
cedure known in medicine, lumbar punc- 
ture, fails in the very cases in which it is 
most needed. 

Again, lumbar puncture gives us a very 
good idea, in a prognostic sense, of the 
future fate of some cases. Where the 
cerebrospinal fluid is thick and purulent, 
and flows slowly from the cannula, the 
prognosis is grave. The author has not 
succeeded in saving any of these cases. 
Particularly encouraging are the cases in 
which the fluid obtained by lumbar punc- 
ture is of a cloudy appearance, at most 
showing a straw color. 

In a procedure in which so little is 
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known as to its efficacy, it is to be ex- 
pected that all sorts of modifications 
should have been suggested—that is, the 
injection of chemicals or antiseptic fluid, 
such as lysol and the oxycyanide of mer- 
cury. None of these procedures seem to 
have lessened the mortality. 

Koplik’s treatment has consisted simply 
of a lumbar puncture whenever indicated 
by high temperature, continued excessive 
irritability of the patient, stupor, constant 
headache, and delirium or rigors. Fol- 
lowing out this procedure, we have felt 
that we had at our disposal a very excel- 
lent method, not only of relieving these 
symptoms, but of relieving pressure on the 
vital organs, the brain and cord, at the 
same time withdrawing from the cerebro- 
spinal space a certain amount of purulent 
fluid. In view of the fact that the bac- 
terial life of the meningococcus: seems to 
be a self-limited one, it is doubtful whether 
the procedure of lumbar puncture has a 
direct influence in shortening the disease. 
In younger infants and children, however, 
repeated lumbar puncture might aid ma- 
terially in preventing certain complica- 
tions, such as hydrocephalus following 
cerebrospinal meningitis, which, as we all 
know, is a very serious consequence with 
which to be confronted. Therefore by 
relieving the pressure we may possibly 
prevent in these young subjects a tendency 
which is present to dilatation of the ven- 
tricle and the accumulation of fluid 
therein. 

The author’s experience with lumbar 
puncture has been quite extensive, and 
he has never had an accident which could 
be attributed directly or indirectly to the 
procedure. The method of performing 
lumbar puncture has followed closely that 
advised by Quincke. If Koplik is unsuc- 
cessful and obtains what is known as a 
dry tap, he repeats the puncture in another 
space, but has not gone further than this. 
In several cases the primary puncture was 
followed by quite a profuse hemorrhage. 
Quincke thinks that this hemorrhage can 
be traced to the puncture of veins in the 
subdural space. In none of the cases in 
which hemorrhage occurred were any ill 
effects noted to follow. In fact, the cases 
in which hemorrhage occurred made a 
good recovery without paralysis of the 
lower extremities. 

A peculiar symptom, not noted else- 
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where, is that of a desire to urinate at the 
time of the entry of the trocar in the 
cerebrospinal space. This, however, is 
only momentary, and disappears as soon 
as the trocar is withdrawn. 

As to the number of times which a case 
should be punctured, there is, of course, 
no set rule. If the temperature remains 
down after a puncture, and the irritability 
and headache are not very marked, it is 
well to hold our hand. If, however, there 
is a subsequent rise of, temperature, we 
may puncture, though certainly not more 
often than at intervals of four or five 
days. 

As to the quantity of fluid withdrawn 
in every case, this will vary. In some 
cases the fluid flows very rapidly from 
the cannula; it is quite clear, or slightly 
turbid, and in a very short space of time 
70 or 80 cubic centimeters is withdrawn 
before there seems to be a relief of ten- 
sion, which is judged principally by the 
rapidity with which the fluid flows from 
the cannula. If the fluid flows slowly, 
drop by drop, he rarely withdraws more 
than 30 cubic centimeters at a sitting. 





SCURVY IN INFANTS. 


This, by no means rare, state is dis- 
cussed by CHENEY in the Medical News 
of June 4, 1904. In regard to treatment 
he thinks that just three measures are 
indicated for the cure of scurvy: (1) 
Discontinue the proprietary food. Sub- 
stitute for it a mixture of fresh milk di- 
luted with water or with oatmeal water. 
(2) Give fresh orange juice, in dose of 
one or two teaspoonfuls three times a day. 
It is surprising how babies with scurvy 
take to_this and seem to enjoy it. (3) 
Give freshly expressed _ beef-juice, 
squeezed from rare steak, in dose of one 
or two teaspoonfuls three times a day. (4) 
Give no drugs at all. 

All of the author’s cases have been 
treated in this simple way. In one case 
every symptom had vanished in four days 
after treatment as above. In another case, 
after ten weeks of suffering, the baby was 
absolutely well in one week. The recog- 
nition of scurvy is easy when only we 
realize that such a disease exists; the 
treatment is so simple that we feel almost 
ashamed to. take the credit for the good 


it accomplishes, and the change we are 
able to effect at once in a disturbed and 
discouraged household is so magical that 
scurvy in infants becomes really the most 
fortunate disease the physician can ever 
hope to meet. 





THE MANAGEMENT OF OCCIPITOPOS- 
TERIOR POSITIONS OF THE VERTEX. 


To the Medical News of June 4, 1904, 
VOORHEES contributes a valuable practi- 


cal article on this subject. He begins by - 


considering an occipitoposterior position 
above the pelvic brim, but before going 
into details as to the management of these 
cases he issues a warning against too early 
interference. He has seen many cases 
brought into the Sloane Hospital where 
forceps had been tried outside and failed, 
but where a little more time having 
elapsed, as in transit in the ambulance, 
the head has engaged or descended well 
into the pelvis or rotated, so that labor 
has terminated spontaneously or with but 
slight assistance. 

If the head is movable and high, the 
accoucheur must duly weigh all the con- 
ditions before he decides what to do. The 
plan of treatment recommended when the 
pelvis is normal is as follows: First get 
as complete a dilatation of the cervix as 
possible; then under deep anesthesia carry 
the hand into the uterus and manually 
rotate the occiput anterior. This can often 
be accomplished if the lower uterine zone 
is not retracted about the child. Then 
holding the head in position by the hand 
inside the uterus, and aided by an assist- 
ant making strong pressure on the fundus, 
apply the forceps to the sides of the head. 

Often this anterior rotation will be 
brought about in another way. By intro- 
ducing both of the blades of the forceps 
posteriorly, one over the other, and in 
rotating them for a pelvic application, the 
head will rotate also, and the application 
will be cephalic as well. Rotation of the 
head by means of the forceps above the 
brim, using force, however, is fraught 
with great danger to the mother and most 
often results in failure. 

If, after rotating the head, and using 
moderate traction with the forceps, the 
head does not descend, or if the pelvis is 
found to be flattened, version would prob- 
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ably be the better operation, safer for both 
mother and child. 

1. The cases which are the most trying 
are those where there has been a dry labor 
and the lower uterine segment is tightly 
contracted about the head. Here manual 
rotation is impossible, and version abso- 
lutely contraindicated for fear of ruptur- 
ing the uterus. These cases demand a 
patient and prolonged effort with the for- 
ceps, carefully watching the condition of 
the child. What must we do? We must 
drag the head through the brim and down 
to the pelvic floor in its posterior position 
before nature will help us, or before we 
can assist the rotation. The blades do 
not fit the head, the hold is insecure, and 
no matter what kind of a forceps is used 
there is a tendency to slip, especially when 
a fair amount of force is employed. One 
blade, if the position is R. O. P., holds 
only by the tip against the right side of 
the forehead, and the other blade grasps 
the left side of the occiput by its anterior 
edge. Consequently, to prevent this slip- 
ping, one must of necessity crowd the 
blades together, and so unduly compress 
the head. Again, even if we use axis 
traction forceps, there is considerable re- 
sistance on the part of the symphysis, the 
part of the head in front of the coronal 
suture impinging against it, and it neces- 
sarily follows that, when great force is 
required, this soft part of the skull is 
pushed up and intracranial lesions may 
result, so that the child is often born dead 
or dies in a few days. A symphyseotomy, 
or better, a Czesarian section, would be 
the only method of getting it out alive in 
such cases, but he is unwilling at the out- 
set to propose this operation without giv- 
ing forceps a trial. Then it is too late. 
In some of the cases in which the child 
dies in attempting forceps, or is in ex- 
tremis when we are called upon to deliver, 
craniotomy will become necessary. 

2. The second group includes those 
cases where the head is engaged in the 
Superior strait or is in the midpelvis. 
Sometimes the manipulation of pushing 
up the forehead and thereby increasing the 
flexion will allow the occiput to come 
down low enough during a pain to meet 
the resistance of the pelvic floor, and so 
Start the rotation in this class. 

When, however, the forceps is indi- 
cated, often under complete anesthesia, 


539 


if the head is not wedged into the pelvis, 
in introducing both blades posteriorly the 
head will rise above the brim, and upon 
applying the blades it will rotate with 
them, so that the posterior position is at 
once overcome and the forceps grasps the 
head cephalically. If the head is practi- 
cally impacted in the pelvis, the blades 
must be applied to the sides of the pelvis. 
Usually, as the occiput strikes the pelvic 
floor, it rotates anteriorly spontaneously, 
or we can assist the rotation with the for- 
ceps by readjusting the blades from time 
to time with each advance until the occi- 
put is anterior. This is especially the 
case when solid blades are used. There 
are a few cases, however, in which rota- 
tion will have to be effected as described 
in the next class. 

3. This class includes the largest pro- 
portion of cases where the head is at the 
pelvic outlet with occiput posterior. We 
ought not to think simply because of this 
abnormal position that all cases should at 
once be corrected. The great majority 
rotate spontaneously. Many others can 
be allowed to come through with the occi- 
put behind, for although the prognosis 
for the child is supposedly worse and a 
larger anteroposterior diameter of the 
head comes over the perineum, serious 
damage is very rarely done. To illus- 
trate, out of 104 persistent occipitopos- 
terior positions in 5000 deliveries at the 
Sloane Maternity Hospital, 55 were al- 
lowed to be born with the occiput behind, 
and only in four cases was the perineum 
slightly torn. Nine of these happened to 
be primiparz, with fairly firm perineal 
bodies. Not that this treatment should 
be recommended as usual in private prac- 
tice, but simply to show that the outlook 
is not so bad when anterior rotation fails 
to occur. 

Many cases can be manually turned 
with ease. Twenty-seven out of the re- 
maining 44 cases in the above series were 
successfully treated in this way, although 
in four uterine inertia made the applica- 
tion of forceps necessary after anterior 
rotation had been effected. 

How, then, shall we use the forceps 
when necessary? 

In four ways: (a) Most cases will 
rotate while the blades, having been first 
introduced posteriorly one over the other, 
are being rotated for a pelvic or cephalic 
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application as if the head were in an L. 
O. A. or an R. O. A. position. (6) 
Others can be rotated, using the first 
blades as a vectic, the left blade in an L. 
O. P. position, and the right blade in an 
R. O. P. position. Then introducing the 
second blade laterally for a cephalic ap- 
plication, one can hold the occiput in front 
and deliver in the usual way. This same 
method will apply to L. O. T. or R. O. T. 
cases—that is, where the occiput is caught 
half-way around and the flexion is poor. 
(c) In this set of cases the forceps is ap- 
plied to the sides of the pelvis. After a 
few tractions the head either starts to 
rotate and we help it along a little, or we 
inaugurate the rotation with the forceps. 
With each advance we readjust the blades 
without removing them. The occiput 
gradually turns so that the sagittal suture 
is transverse, then the occiput passes be- 
yond the transverse line, and finally, as 
the head comes out under the pubic arch, 
it assumes a directly anterior position and 
is easily delivered. (d) There are a few 
cases, however, which we see now and 
then in hospital practice where the head is 
wedged in the pelvic outlet, so that the 
above procedure will not succeed, and 
where a slight amount of force is neces- 
sary to obtain anterior rotation. 





TREATMENT OF COUGH. 


In the British Medical Journal of May 
28, 1904, F. J. SmirH reminds us that it 
is a mere truism to say that the first point 
in treating a cough is to remove the cause 
if it can be found; it is here that a simple 
division of coughs into the useful with 
sputum, and the useless without expec- 
toration, is so helpful, for it may be im- 
possible to discover the cause, and we may 
then treat the symptom on first principles, 
namely, that a dry cough should be sup- 
pressed, if possible, and a cough with 
sputum should be encouraged. 

Causes themselves may be divided into 
the removable and the irremovable. Of 
the former, smoking, talking, exertion 
are external causes, avoidable if not re- 
movable; cerumen in the ear, papillomata 
of the vocal cords, an enlarged tonsil, 
adenoids, are internal causes capable of 
mechanical removal. The treatment of 
both classes is obvious and need not be 
further mentioned; but the other causes 
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which cannot be thus summarily avoided 
or removed require careful consideration. 

Without entering into a full discussion 
of the treatment of the diseases which 
give rise to cough, the author only at- 
tempts to lay before us a few hints which 
he has found very useful. First, the 
treatment of local conditions within reach 
of a brush or spray; the actual topical 
application of drugs to the interior of the 
larynx (lactic acid for instance in tuber- 
culous ulceration) is rather too special a 
method, he asserts, for him to touch upon, 
For relaxed uvula and congestion of the 
posterior pharynx he has found nothing 
so useful as the krameria lozenge of the 
British Pharmacopceia combined with 
one-eighth of a grain of cocaine in each 
lozenge, and this more particularly the 
case when the trouble is a little farther 
back behind the anterior pillars of the 
fauces. 

For nearly everything except actual 
trouble in the mouth itself, he believes 
that gargles are practically useless; all a 
gargle does is to moisten the parts in front 
of the anterior pillars—unless indeed a 
patient be as skilled as some German ones 
are said to be, who can allow a student to 
watch water touch their vocal cords. 
With a patient like these there may be 
some use in a gargle, but not for the 
ordinary patient. The above lozenge and 
others must take the place of gargles un- 
less we have time and opportunity to 
apply drugs with a brush to the posterior 
pharynx and top of the epiglottis. The 
author has found that a 1-in-60 lotion of 
carbolic acid thus applied is extremely 
useful in what is termed relaxed throat, 
and in conditions of acute or subacute in- 
flammation of the posterior pharynx it 
relieves pain and checks the cough. 

In the use of a spray apparatus the 
author’s experience is that an india-rub- 
ber reservoir between the pump ball and 
the bottle is very necessary. If only the 
pump ball is used the spray lasts for just 
the moment of time during which pressure 
is being exerted; it ceases directly the 
pressure ceases. The right way to use 
such an apparatus is for the patient to 
open the mouth wide, place the spray noz- 
zle just within the lips, and then take 
several deep inspirations while the spray 
is still actively issuing forth; to enable 
him to do this it is necessary that the 
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spray should issue for several seconds, 
and this can only be the case when the 
elastic reservoir is inserted in the pump- 
ing tube. An exceedingly useful mixture 
to place in such an apparatus is one com- 
posed of compound tincture of benzoin 
and wine of ipecac, and a five-per-cent 
solution of cocaine, in equal parts. Used 
properly in spray this relieves the cough 
produced by all irritable conditions of the 
larynx, such as acute and chronic laryn- 
gitis, even when tuberculous, and is very 
useful when nothing is to be seen and yet 
the patient complains of a tickling in the 
throat. 

The author draws attention to an im- 
portant principle in the treatment of the 
useless form of cough in phthisis, namely, 
to avoid sudden changes of temperature 
in the air which is breathed, or which 
comes in contact with the skin; a fire in 
the bedroom and a warm bed for the pur- 
pose need not be further alluded to. If, 
however, the cough, even in advanced 
cases of phthisis, be useful in clearing out 
a cavity or emptying tubes filled with 


mucopurulent secretion, such precautions 
need not be adopted—at any rate, not so 


vigorously. In well defined phthisis with 
a useful cough the author has found noth- 
ing so efficacious as the following: Po- 
tassium iodide, 4 grains; syrup of tolu, 
half a drachm; and water enough to make 
one ounce. To be taken three times a day. 

Chronic and subacute bronchitis the 
author believes is the condition par excel- 
lence in which smoking and excessive talk- 
ing should be avoided; but, on the other 
hand, do not avoid or countermand the 
cold morning tub—during the night a 
good deal of secretion collects in the bron- 
chi, and there is no better stimulant to 
help a cough to clear this out than that 
derived from the cold morning bath. This 
the author finds better than any drug. Of 
course, such a thing is only advisable for 
those who are accustomed to it; it would 
not do for those with weak hearts or who 
are unaccustomed to it, and equally of 
course it will not do for bad, acute bron- 
chitis. If in such chronic cases cough 
is very troublesome, the author finds the 
iodide prescription very useful. 

It is also his belief that potassium 
iodide is much more useful for adults 
than for children in assisting cough. In 
the latter belladonna pushed rather freely 
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gives him better results than any other 
drug; by “pushed” he means 5 or 6 
minims for a child of two years, and that 
given every four hours; such doses must 
be watched for dilatation of the pupil and 
for delirium. 

Beyond the above hints the author has 
no special panacea for coughs to offer, 
unless it be that actual change of air— 
atmosphere—is a very excellent prescrip- 
tion for the cough of debility in those whe 
can afford it. 





A CASE OF HEMOPHILIA TREATED 
WITH ADRENALIN CHLORIDE. 


FRANCIs contributes to the British Med- 
ical Journal of May 28, 1904, an account 
of a case of this character. 

The patient was a young man, blanched 
and anxious-looking, his pulse too rapid 
to count, feeble and fluttering. A large 
quantity of blood was in a basin at the 
bedside, and blood was being expectorated 
at frequent intervals. 

The view of the mouth and pharynx 
being obscured by blood and blood-clot, a 
Gowan’s gag and tongue depressor was 
introduced and the pharynx and mouth 
cleaned out. It was then seen that there 
was deep purple ecchymosis of the right 
side of the hard palate, sharply limited by 
the middle line. The soft palate was en- 
gorged and oozing blood rapidly; the 
uvula was engorged, about 2% inches 
long, and bleeding freely. The uvula was 
seized by forceps and removed with scis- 
sors, the whole of the pharynx swabbed 
out with sponges saturated with adrenalin 
chloride solution 1 in 1000 (Parke, Davis 
& Co.), and a sponge saturated with the 
solution held to the stump of the uvula. 
On its removal after several minutes all 
hemorrhage was found to have completely 
ceased. All the treated parts were com- 
pletely blanched, with the exception of the 
ecchymosis on the right palate, which re- 
mained a dark purple and appeared extra- 
ordinarily sharply defined, presenting a 
striking contrast to the adjacent mucous 
membrane. 

Fifteen minims of adrenalin chloride 
solution was given by the mouth. The 
urgent hemorrhage having been arrested, 
the author had leisure to obtain the his- 
tory of the case: 

The patient was a male Hindu (Brah- 





542 


min), aged twenty-two. At the age of 
twelve years he received a blow on the 
right temple from a tennis ball. He bled 
from both nose and mouth for “several 
days afterward.” 

At the age of fifteen he fell from a hori- 
zontal bar. He sustained no apparent 
injury, but on the following day began to 
bleed from the nose and mouth, and to 
pass blood with both urine and _ feces. 
This. lasted five days. On the present 
occasion no blow or injury had apparently 
been sustained. 

A puncture caused by a hypodermic in- 
jection was oozing freely. Adrenalin 
solution was applied to it, and no more 
oozing took place. 





THE PROPHYLAXIS AND TREATMENT 
OF FOURTH OF JULY TETANUS. 


The Journal of the American Medical 
Association of June 18, 1904, in a special 
article on this subject gives advice which 
applies so well to tetanus due to other 
causes than the celebration of the Fourth 
of July by exploding pistols and firecrack- 
ers that it is worth careful perusal. 

As soon as possible after the patient is 
seen general anesthesia should be pro- 
duced, and the wound cleaned out most 
carefully in order to put an end to fur- 
ther formation and absorption of toxin. 
This can be done effectively because in 
tetanus the bacilli are. localized quite 
strictly in the wound area. Every shred 
of necrosed tissue must be removed, not 
to mention the wads, which are often two 
in number. The treatment will, of course, 
be similar in wounds from other causes. 
Free drainage and access of air should be 
secured by loose but complete gauze pack- 
ing; there are some reasons for believing 
that iodoform gauze is of advantage. Care 
must be taken after the operation to secure 
proper sterilization of the instruments and 
cloths contaminated by the wound, with 
due consideration for the resistance of te- 
tanus spores. Boiling of instruments in 


soda solution for one hour is sufficient, 


and sheets, etc., may be sterilized before 
being handled by being soaked several 
hours in a tub containing 1:1000 bichlo- 
ride solution, with enough hydrochloric 
acid to make one-half per cent, the acidity 
increasing by many times the bactericidal 
powers of the bichloride. 
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Before consciousness returns, and per- 
haps even before the operation is begun, 
the antitoxin should be administered if 
available. By far the best results that 
have been reported seem to have been ob- 
tained by those who have injected the 
antitoxin into the spinal canal. As tetanus 
affects particularly the anterior horns of 
the spinal cord, this seems much more 
logical than the intracranial injection, and 
it has the great advantage of not adding 
a considerable operation to the already 
critical condition. ‘The method used is 
to introduce the needle of the antitoxin 
syringe, preferably one of fairly large 
caliber, into the subarachnoid space by 
passing between the third and fourth lum- 
bar vertebre, in the usual manner fol- 
lowed in performing lumbar puncturé. 
The syringe must not be attached to the 
needle at this time, but after the needle 
has entered the subarachnoid space the 
cerebrospinal fluid should be permitted to 
escape in quantity up to 150 drops, if that 
much will come. This is done to remove 


as much as possible of the cerebrospinal 


fluid, which is known to be highly toxic 
in tetanus, much more so than the blood 
serum. Then the syringe, containing 10 
to 15 cubic centimeters of antitoxin, 
should be attached to the needle and its 
contents slowly injected, allowing at least 
five minutes for the process of injection. 
No harm need be feared from the injec- 
tion of this amount of fluid, for much 
more has been injected without causing 
any trouble whatever. This should be fol- 
lowed by injection with a fine needle of as 
much as possible into the substance of and 
along the course of a large nerve trunk, 
preferably the one supplying the injured 
part—of course, before the patient comes 
out of the anesthesia. This method is 
based on the newer observations above 
cited concerning the paths by which the 
antitoxin reaches the spinal cord. As these 
observations are new, this method has not 
been given extensive trial as yet, but in 
four cases recorded of this application all 
recovered. Because of its indication on 
experimental grounds it should by all 
means be given a thorough trial. And 
lastly, still another 10 cubic centimeters 
may be injected in the vicinity of the 
wound. One need have no fears about 
using too much antitoxin. Elting reports 
a case in which one patient recovered after 
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receiving 80 cubic centimeters of Parke, 
Davis & Company’s antitoxin, 100 units 
of Behring’s dried antitoxin, and 1050 
cubic centimeters of the New York State 
Department of Health antitoxin subcu- 
taneously, besides 150 cubic centimeters of 
the latter intraspinally—altogether over 
1300 cubic centimeters (about three 
pints). In one period of twenty-four 
hours he injected 300 cubic centimeters 
subcutaneously and 50 cubic centimeters 
intraspinally. 

After the operation and injections a 
subcutaneous saline infusion is desirable, 
because much fluid is needed by the pa- 
tient, and it is difficult to feed a patient 
without adding to the sources of irrita- 
tion. The patient should then be placed 
in a quiet, darkened room, with deadened 
floors, and complete plugging of the ears 
is advantageous. Every possible means 
should be taken -to avoid any disturbance 
which may start up spasms. For this pur- 
pose morphine, chloral, and bromide 
should be exhibited, sufficient, if possible, 
to keep the patient stupid. For the firs 


twenty-four hours feeding should be lim- 
ited as much as possible for the same rea- 
son, but after that time it needs to be 
pushed, as there is great exhaustion. The 
nourishment must be liquid, and usually 


has to be fed through a tube. Rectal ali- 
mentation is valuable if it can be given 
without too great disturbance. 

Twelve hours after the first injection 
the patient should be again lightly anes- 
thetized to avoid irritation, and the pro- 
cess of withdrawing cerebrospinal fluid 
and introducing 10 to 15 cubic centimeters 
of antitoxin again repeated, with also 10 
cubic centimeters subcutaneously, and, if 
thought desirable, more saline infusion. 
After this the subarachnoid injections, 
always preceded by the withdrawal of 
cerebrospinal fluid, should be repeated 
every twenty-four hours as long as indi- 
cated. 

The above described course of treat- 
ment can be realized fully, of course, only 
in places where the best of facilities are 
obtainable. Where antitoxin is not pro- 
curable the method will be much the same 
With the exception of the injection of the 
serum. As a substitute for antitoxin 
many European physicians, particularly 
the Russians, are using emulsions of fresh 
brain tissue, on the principle demonstrated 
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by Wassermann that brain tissue has a 
specific affinity for tetanus toxin. He 
found that if brain emulsion and toxin 
were shaken together and then sedi- 
mented, the toxin would all be removed 
from the: supernatant fluid and combined 
with the brain tissue in a harmless form. 
Experiments also indicate that a similar 
union can occur within the bodies of in- 
fected animals. The method employed is 
to remove, under aseptic precautions, the 
brain of a freshly killed rabbit, pig, or 
sheep, and- make an emulsion of 10 to 15 
grammes (one-half ounce) in about 30 
cubic centimeters (one ounce) of sterile 
salt solution. After straining through 
sterile cheese-cloth under slight pressure, 
this is injected subcutaneously, near the 
wound if possible, and repeated every day 
as long as indicated. This can merely 
be expected to neutralize toxin that has 
not entered the nervous system, but the 
Russians report excellent results—13 re- 
coveries in 16 cases are reported by Kro- 
kiewicz. 





DELAYED CHLOROFORM POISONING. 


In the Medical Press of June 8, 1904, 
Stites and McDona tp report upon the 
subject of delayed chloroform poisoning. 

Although the occurrence of delayed 
chloroform poisoning had long been rec- 
ognized in Germany, Dr. Leonard Guthrie 
was the first to direct attention to the sub- 
ject in England. His paper in 1894 was 
entitled “Some Fatal After-effects of 
Chloroform in Children.” In a second 
paper, published in 1903, Guthrie brought 
forward further observations in support 
of his contention that the fatty changes 
met with in.delayed chloroform poisoning 
are not due to the action of chloroform 
alone; he maintains that the liver is in an 
advanced state of fattiness previous to the 
administration of the chloroform, and 
that the latter, by diminishing oxidation, 
already deficient, determines the state of 
functional inadequacy which sets up an 
autointoxication due to the accumulation 
of ptomaines or toxins. 

Mr. Stiles then describes the clinical 
history and pathological changes in two 
children who died, the one three days after 
operation for the radical cure of hernia, 
and the other twenty-six hours after an 
osteotomy for knock-knee. It was shown 
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that death could not have resulted either 
from carbolic acid poisoning, from fat em- 
bolism, or from sepsis. In the osteotomy 
case the fat emboli in the lungs were only 
present in the smallest vessels, and were 
so scarce that death could not be attrib- 
uted to them. It was interesting to note 
that some of the sublobular and hepatic 
veins contained a considerable amount of 
oil, for the most part in free droplets, but 
occasionally in the interior of what were 
evidently disintegrated liver cells. No fat 
was demonstrated in branches of the he- 
patic artery, nor could any be discovered 
on the aortic side of the circulation. It 
was evident, therefore, that the fat in the 
lungs was derived from that which had 
gained access into the hepatic veins from 
the disintegrated liver cells. 

The possibility of sepsis was carefully 
considered. Lantern slides and micro- 
scopical specimens (obtained from a child 
who died from a gangrenous inflamma- 
tion of the esophagus following operation 
for perityphlitis) were demonstrated to 
show how closely the degenerated changes 


in the liver, kidneys, and heart resembled 
those which are said to be characteristic 
of delayed chloroform poisoning. In nei- 
ther condition were there any inflamma- 


tory changes in the glomeruli. The fact 
was emphasized that the same degenera- 
tive changes are sometimes present in pa- 
tients who have died after operations for 
septic conditions, especially of abdominal 
origin, as are found in patients who have 
died from delayed chloroform poisoning 
uncomplicated with sepsis. 

The hope is expressed that pathologists 
will inquire more closely into the nature 
and causation of the degenerative changes 
to be found in the above mentioned organs 
in surgical cases. 

Unfortunately the pathology and symp- 
toms of delayed chloroform poisoning 
have, up to recently, been either over- 
looked or wrongly interpreted, so that the 
mortality cannot be estimated until the 
condition has become generally recog- 
nized by surgeons and pathologists. With 
one exception the cases recorded in Eng- 
land had all occurred in children while 
under treatment either in the Paddington 
Green Children’s Hospital or in the Royal 
Edinburgh Hospital for Sick Children, 
these being two hospitals where special 
attention had been directed to the condi- 
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tion. In Germany, on the other hand, 
almost all the reported cases had been in 
adults, and the greater proportion of these 
had occurred after a somewhat severe op- 
eration for infective abdominal conditions, 
such as suppurative salpingitis, appendi- 
citis, etc. The element of sepsis with 
which these cases are complicated renders 
it difficult, in the present state of our 
knowledge, to say how far they help to 
solve the problem of delayed chloroform 
poisoning. If it could be shown that the 
critical condition (persistent vomiting of 
a more or less hemorrhagic type; small, 
rapid, and often irregular pulse; extreme 
restlessness, collapse, etc.) in which they 
occasionally found patients forty-eight 
hours or so after operation was in any 
way brought about by degenerative 
changes set up by the chloroform, the 
question of substituting ether would have 
to be seriously considered even in the case 
of children. Unfortunately, however, the 
mortality in children from the effects of 
ether on'the respiratory tract would prob- 
ably be as great as, if not greater than, 
that due to the after-action of chloroform. 
It is not thought that Dr. Guthrie has 
brought forward sufficient evidence to 
show that the fatty change here described 
is the essential predisposing factor, and 
that the chloroform merely acts’ as the 
“last straw.” It is thought much more 
probable that the fatty change is entirely 
due to the chloroform acting on a previ- 
ously healthy liver; indeed, experimental 
evidence seems to give support to this pos- 
sibility. Moreover, while the changes in 
the liver are so striking it must not be 
forgotten that other organs give evidence 
of a general toxic poisoning, and it seems 
hardly justifiable, therefore, to attribute 
the fatal result to hepatic insufficiency. 
Fatal cases of delayed chloroform poi- . 
soning are undoubtedly very rare, and it 
would appear, therefore, that idiosyncrasy 
is the main factor in their causation just 
as it is in the irreducible minimum of 
deaths which occur during chloroform 
anesthesia. As regards the treatment of 
delayed chloroform poisoning the authors 
entirely agree with Guthrie in strongly 
condemning the use of morphine. Rectal 
and subcutaneous injections of normal sa- 
line solution, and, if necessary, intrave- 
nous injections, must be employed. If the 
vomiting is copious the stomach should 
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be washed out, and an endeavor should 
be made to get it to retain some calomel 
or gray powder. Cardiac stimulants must 
be used, but in moderation. 





TREATMENT OF PARALYSIS AGITANS. 


R. FRIEDLANDER (Zeit. f. diat. und 
phys. Therap., March, 1904) discusses 
the treatment of paralysis agitans. Up 
to the present no cure has been found for 
this disease, and so great an authority as 
Oppenheim says that the doctor can do 
little good and much harm by treatment. 
The site of the primary anatomical lesions 
is still not known, although modern in- 
vestigators tend to locate it rather in the 
muscles and peripheral nerves than in the 
central nervous system. The use of electric 
baths has been much recommended, and 
Schnée records that in 44 out of 56 cases 
so treated recovery or lasting improve- 
ment resulted. The author’s experience 
of this method has not been so favorable, 
although temporary improvement has 
been obtained. The baths have a sedative 


effect and lessen the tremors, but they do 
not touch the muscular rigidity to which 


the main symptoms are due. He has, 
however, by means of passive and active 
movements of the affected muscles been 
able to obtain a certain amount of im- 
provement and to limit the spread of the 
disease. Any exercises which strain the 
muscles are contraindicated, but passive 
movements, carried out carefully, slowly, 
and without the exercise of more force 
than is needed to overcome the increased 
resistance of the flexor muscles, are found 
to diminish the muscular irritability. The 
tremors also decrease with the rigidity. 
The movements of each joint may be re- 
peated five to ten times at a sitting. The 
parts of the body not being exercised are 
kept as far as possible supported and 
fixed. A light massage of the skin is 
combined with the movements. The ef- 
fect is at first only momentary, but if the 
exercises be repeated daily, a lasting im- 
provement follows in the lighter cases, and 
some improyement even in those which are 
more severe. 

Active exercises are beneficial whenever 
by exertion of the will-power a tempo- 
rary intermission of the tremors and con- 
trol of the muscles is still possible. The 
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power of these controlling cerebral im- 
pulses may be increased by exercise. The 
patient at first concentrates his attention 
on checking the tremors of one part, as 
of a hand or foot. Although in the be- 
ginning he can do this only for a short 
time, his power increases until he is finally 
able to accomplish it without a specially 
strong effort of will. He is not allowed 
to tire himself in his attempts. He next 
tries to rectify one of the anomalies of 
position, and practices, first when sitting 
down and then standing, to hold the dif- 
ferent limbs in their normal position. In 
the intervals, by active contraction of the 
extensor muscles, he lessens the rigidity 
of the antagonistic flexor muscles. 

A series of exercises is needed to cor- 
rect the gait. The back is extended as 
the foot touches the ground, and foot 
movements and a slow walk are especially 
practiced. Attempts to walk on a nar- 
row track or to place one foot directly in 
front of the other when walking are use- 
ful in remedying the tendency to abduc- 
tion of the leg. Patients who are much 
inclined to propulsion practice walking 
backward. Special exercises for the up- 
per limbs are also undertaken. The ma- 
terial is scanty, and a final opinion on the 
merits of the treatment cannot as yet 
be formed, but the author believes that by 
its means symptomatic improvement 
may be obtained, and the spread of the 
process combated.—British Medical Jour- 
nal, June 4, 1904. 





TRACHOMA TREATED WITH ROENTGEN 
RAYS. 


Parvo (Gazz. degli Osped., April 10, 
1904) reports two cases of trachoma 
which derived marked benefit from the 
application of #-rays. The first case was 
aged sixty, and had suffered from double 
trachoma for three years. In the right 
eye there was dense pannus, abundant 
catarrh, and congested iris. The left eye 
was similarly affected, but to a much less 
degree. The second case was aged four- 
teen, and the disease had lasted two years. 
A Crookes tube with a spark about 700 
mm. was used at a distance of 45 to 30 
centimeters for four to ten minutes at a 
time. Only one eye was treated, the 
other being carefully protected with a 
metallic shield. About six applications 
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were made in each case at intervals of 
three days. As a result of the treatment 
the conjunctiva became smoother, the se- 
cretion ceased, the pannus cleared, and 
there was marked improvement in vision 
in the first case. In the second case many 
of the tarsal follicles disappeared, the se- 
cretion diminished, and there was consid- 
erable improvement in the subjective sen- 
sations.—British Medical Journal, June 
4, 1904. 





ETHYL CHLORIDE AS A GENERAL AN- 
ESTHETIC. 

LarceE in the Cleveland Medical Ga- 
zette for June, 1904, expresses the belief 
that for the nose, throat, and aural sur- 
geon ethyl chloride is an ideal anesthetic. 
It is very satisfactory when puncturing 
the ear drum, when opening furuncles in 
the canal, and abscess of the throat, or 
for the removal of adenoid tissue or ton- 
sils. The author has also used it in mak- 


ing examinations of the tympanic mem- 
brane when the external canal was swollen 
and very painful, and thus sums up its 


advantages: (1) It is safe and reliable. 
(2) It is simple to administer; no expen- 
sive apparatus is necessary. (3) It causes 
no cyanosis nor struggling. (4) It is 
pleasant to take; no smothering or un- 
pleasant symptoms result. (5) Its after- 
effects are comparatively nil. (6) Its 
cheapness. (7) Its easy mode of trans- 
portation. (8) It can be administered 
with the patient sitting or reclining. (9) 
It can be given in the office. (10) It is 
adapted to cases in which it is not desir- 
able to narcotize the patient thoroughly, 
as in operation for goitre, openings of 
abscesses, operations on the throat, etc. 
And finally (11) it is valuable as a pre- 
liminary to ether or chloroform, thus sav- 
ing time and anesthetic. 





THE PROPHYLAXIS OF SUMMER DIAR- 
RHEA. 


Mason in the Maryland Medical Jour- 
nal for June, 1904, after recording a series 
of cases of this disorder concludes that a 
study of his cases tends to lay stress on 
the following points : 

1. There is no satisfactory substitute 
for mother’s milk, particularly for the 
children of the poor. 
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2. When artificial feeding is necessary 
it is important that there should be some 
modification of the strength and quantity 
of the milk suitable to the age of the in- 
fant, that indigestion may be prevented, 
which implies a lowered resistance to all 
infections, particularly those through the 
alimentary tract. 

3. There is reason to believe that un- 
boiled water may play a part in the spread 
of summer diarrheas, and it is desirable 
that all water given to an infant in hot 
weather, either with or between its feed- 
ings, be boiled. 

4. A pure milk should be accessible at 
a low price to the poor of all large com- 
munities. This milk should be sterilized 
during the summer months. 

5. A diet consisting exclusively of con- 
densed milk prevents the proper develop- 
ment of the child, and lessens its resist- 
ance to untoward influences. 

6. Life amid unhygienic surroundings 
has a marked deleterious effect: upon the 
health of an infant. 





THE IODIDES, BUT NOT POTASSIUM 
IODIDE. 


BRUNSON in American Medicine of 
May 14, 1904, writes concerning the in- 
ternal administration of potassium iodide. 
His experience in giving iodides while 
practicing at Hot Springs led him to stop 
the administration of potassium iodide 
several years ago. His reason for doing 
this was that he frequently noticed what 
he thought to be an idiosyncrasy for po- 
tassium iodide in many patients, so he 
consulted a professional friend whose ex- 
perience extended over many years, who 
suggested that he try sodium iodide and 
the result would be different. Since that 
time he has not prescribed potassium 
iodide, but has given pounds of sodium 
iodide, with markedly few instances of 
stomach intolerance of the drug. From 
his deductions it became patent to him 
that the intolerance was not caused by 
the iodine, but by the potassium salts. The 
usual minimum dose prescribed is 1.25 
cubic centimeters (20 minims) of a sat- 
urated solution in a glassful of water 
three times daily, one-half hour after 
meals. This dose can be increased .3 
cubic centimeters (5 minims) daily up to 
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24.64 cubic centimeters (400 minims) 
three times daily if desired, or to the 
point of iodism. During the administra- 
tion of the heroic doses the patient is in- 
structed to drink copiously of water. The 
author believes it essential to give large 
doses of iodides to obtain the best results, 
as they are very rapidly eliminated from 
the system, and we cannot get the best 
effects by giving small doses. In this 
connection he asserts that the adminis- 
tration of some form of mercury is usually 
necessary in conjunction with the iodides 
in those old, tertiary manifestations of 
syphilis, as well as in the secondary 
period, if we wish to obtain the desired 
results. 





THE MEDICAL ASPECTS OF DECAPSU- 
LATION OF THE KIDNEY FOR THE 
CURE OF CHRONIC BRIGHT’S 
DISEASE. 


Our readers have already had from us 
on one or two previous occasions our 
views as to the futility of this method 
of relieving Bright’s disease. In the New 
York Medical Journal of June 4, 1904, 
ELLioTT writes a valuable paper in which 
he still further condemns it. In conclud- 
ing his remarks this writer emphasizes a 
few facts which are of interest, as vitally 
affecting the subject under discussion. 

1. Chronic Bright’s disease in its de- 
velopment constitutes a diseased condi- 
tion of the entire system. 

2. It is a disease of very gradual de- 
velopment, and in the great majority of 
cases has existed for months and years 
before the patient comes under observa- 
tion. 

3. It is produced by a chronic toxemia, 
either systemic or infective in origin, 
which produces coincidentally as a result 
wide-spread arterial and cardiac degen- 
erative changes, which being once estab- 
lished are permanent, and which in their 
development eventually constitute the 
most threatening element of the disease. 

4, General edema or anasarca in 
chronic renal disease is in many instances 
in great measure a cardiac dropsy, 
brought about by advancing myocardial 
degeneration. It is occasionally so in 
chronic parenchymatous nephritis, and al- 
most invariably so in chronic interstitial 
nephritis. 
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5. It may be stated that, in like man- 
ner, developing anuria and uremia in 
chronic nephritis may be largely cardiac 
in production, the functional inadequacy 
of the kidneys having its inception in the 
fall of blood-pressure incident to circula- 
tory failure. 

6. In the later stages of chronic neph- 
ritis, of whatever-character, the case is apt 
to take on these cardiac aspects, which 
virtually convert the therapeutic problem 
into a question of sustaining a failing 
heart. 

7. Albuminuric retinitis must be looked 
upon as one of the terminal symptoms of 
chronic nephritis. The concordance of 
opinion places a limit of two years upon 
the prognosis after development of this 
complication. The statistics gathered by 
Suker of cases operated on show that, in 
place of prolonging this limit of expec- 
tancy, operation has a decidedly contrary 
effect. : 

8. It is to be borne in mind that chronic 
nephritis is a disease of slow and spas- 
modic development. It is well to realize 
its exacerbations and remissions, so as to 
avoid the error of mistaking remissions 
for cures. 

9. The mere fact that the general con- 
dition of the patient improves somewhat 
after decapsulation does not establish the 
validity of the operation, for hygiene and 
rest will do the same for the patient to a 
remarkable degree in many cases. As the 
factors of hygiene and rest are invariably 
associated with the surgical procedure, it 
is possible that the resulting benefit may, 
to some extent, accrue from those sources. 

10. The results of experimentation 
demonstrate that, within a period of three 
and a half months after decapsulation, a 
new, and in most cases a tougher, fibrous 
envelope has taken the place of the orig- 
inal capsule. This fact may account for 
the many relapses and deaths after that 
period in cases operated on, and in chronic 
cases at least it narrows the prospect of 
improvement to a period of months. 

SuUKER still further discusses this sub- 
ject from the standpoint of the oculist in 
the same issue of the same journal, and 
concludes as follows: 

First, as, at the very least, 25 per cent 
of cases of all grades and variety of 
chronic Bright’s disease present evidences 
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of retinal or other serious fundus compli- 
cations; and 

Second, as these various fundus com- 
plications are usually of the degenerative 
inflammatory type, attended by like 
changes in the kidneys; and 

Third, as the cardiovascular system is, 
or shortly will be, seriously involved ; and 

Fourth, as such changes may develop 
without any subjective symptoms on the 
patient’s part; and 

Fifth, as these retinal complications 
have been accepted as indicative proof 
of a general circulating systemic toxin, 
and designating the acme of the develop- 
ment of the Bright’s disease; and 

Sixth, as the death-rate of this class of 
cases under the best medical treatment 
(both hospital and private practice) is 
about 75 per cent for the first year, and at 
least 85 per cent for the second, scarcely 
any subjects surviving three or four 
years, while in cases operated on it is 100 
per cent for the first year; and 

Seventh, as these fundus findings are 
of paramount prognostic import in an in- 
verse proportion to the age of-the patient ; 
and 

Eighth, as the medical aspect of this 
question, as presented by Dr. Elliott, of- 
fers as good if not far better results than 
the decapsulation in like cases—therefore 
must this climatic array of positive clini- 
cal data, which is so palpably evident as 
well as available, not be disregarded on 
the part of the surgeon in endeavoring to 
establish the validity of this operation un- 
der discussion. This is at least true for 
the complicated cases, especially so when 
it can be said that the patients in some 
cases verily died because of the operation, 
and others operated on fell within the pale 
of the classic two-year limit. 

Finally, the writer has ample reasons 
to believe conservatively that he has con- 
clusively proved decapsulation of the kid- 
ney for chronic Bright’s disease to be ab- 
solutely contraindicated in such cases as 
present a retinitis or a neuroretinitis, with 
or without hemorrhages. It is needless to 
say, therefore, that one must heartily in- 
dorse the medical standpoint in this dis- 
cussion, as Dr. Elliott’s array of incon- 
trovertible facts uniformly substantiate 
both his and the writer’s position. 

This paper is written from a purely 
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ophthalmic point of view and does not 
purport to cover anything else—only 
wishing to show the surgeon that now 
and then the ophthalmologist can throw 
out prohibitory warnings in reference to 
some contemplated operations which are 
in their formative periods. 





THE TREATMENT OF FEVER IN PHTHI- 
SIS. 


H. Lorenz (Zeitschrift fiir Tuberk. 
und Heilkunde, Bd. v, Heft 2) empha- 
sizes the importance of absolute rest in 
bed as the treatment of fever in phthisical 
patients. It has been proposed to employ 
antipyretics to reduce the temperature, 
and to then allow a limited amount of 
movement. At Halila, in Finland, when 
this course had been adopted, even to the 
small extent of allowing the patient to lie 
in the open air during the day, the influ- 
ence of antipyretics on the temperature at 
once became less and the daily rise of tem- 
perature greater. Whatever the cause of 
this may be—whether the patient does not 
get such absolute rest during the day, or 
whether the sharp changes of tempera- 
ture to which he is exposed are harmful 
—it shows clearly, at any rate, that he is 
better in bed in a thoroughly ventilated 
room than moving in the open air. A 
great factor in the prognosis of phthisis 
is the amount of lung tissue involved, a 
favorable termination being possible, even 
after the formation of a cavity, if the ex- 
tent of the inflammatory process becomes 
limited. The importance of a rise in tem- 
perature is very great, because it shows 
the presence of an active destructive pro- 
cess. Motion on the part of the patient 
tends to the spread of this process, and it 
is well worth while to keep the patient 
in bed, even for months, in order to ob- 
tain its limitation. The ordinary medici- 
nal and other subsidiary measures are not 
neglected. Compresses are found to aid 
expectoration and prevent the accumula- 
tion of inflammatory products. The body 
is daily rubbed with diluted spirit. As 
disinfectants, ichthyol and guaiacol are 
specially useful. 

Two cases are described in which pro- 
longed rest in bed finally reduced the tem- 
perature to normal, the patients making 
good recoveries. The first was a man, 
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thirty-four years of age, who had suf- 
fered from cough for two years before ad- 
mittance, and in the last two months had 
severe cough, and pain in the side, fever, 
and night sweats. Tubercle bacilli were 
present in the sputum. The patient was 
emaciated, and the breathing quick and 
superficial. On examination there was 
impairment of resonance at the left apex, 
reaching in part to the third rib and be- 
hind to the spine of the scapula, with 
bronchial breathing, and moist rales be- 
hind. A second similar area was present 
below and beneath the angle of the scap- 
ula. The patient was kept in bed for five 
months after admittance before the tem- 
perature finally became normal. On leav- 
ing the sanatorium at the end of ten 
months’ residence the only physical signs 
to be detected were slight impairment of 
note at the apex and the angle of the scap- 
ula, with some prolongation of expiration 
over the lower area. No tubercle bacilli 
could be found in the sputum. He has 
remained well up to the present time— 
that is, for a period of three years. 

The second patient showed marked 


signs of disease at both apices, and of a 


small cavity at the left apex. The tem- 
perature became normal after five and a 
half months in bed, and he was able to 
leave the sanatorium at the end of seven 
months. He has since returned twice to 
the sanatorium at long intervals, and in 
between has done his work as an officer 
in the army. When last heard of he was 
in excellent health. -Recovery in cases of 
such wide-spread disease speaks well for 
the treatment adopted.—British Medical 
Journal, Feb. 27, 1904. 





OBSERVATIONS ON SOME OF THE 
NEWER REMEDIES IN THE TREAT- 
MENT OF DISEASES OF THE EYE. 


To the Glasgow Medical Journal for 
June, 1904, HinsHELWoop contributes 
an article in which, he speaks of his ex- 
perience with these new compounds. He 
has found adrenalin a very valuable agent 
in dealing with cases of conjunctival hy- 
peremia, where there is no secretion, but 
where the patient complains greatly of a 
feeling of heat and roughness in the eye, 
caused, no doubt, by the distention of the 
conjunctival vessels, which, standing out 
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prominently, cause a sensation as if sand 
were in the eye. For this condition 
adrenalin solution dropped into the eye, 
and sponging or spraying the outside of 
the closed lids with cold water, gives the 
patient great relief, and often leads to 
permanent cure. 

He has also found adrenalin a most 
useful adjunct to other drugs, such as 
atropine, cocaine, eserine, etc., in cases 
where the inflamed condition of the eye 
and the hyperemia of the vessels inter- 
fered very materially with the absorption 
of any drugs dropped into the conjuncti~ 
val sac. “ 

In inflammatory conditions of the eyes, 
and where there is injection of the con- 
junctival vessels, cocaine, holocaine, and 
other anesthetics have only a very slight 
effect. If we attempt to do an iridectomy 
under such circumstances, we find that 
the iris has been practically unaffected by 
the anesthetic. Under these circum- 
stances the author has found that the 
adrenalin solution, by diminishing the in- 
tense hyperemia, seems to allow of the 
better absorption of the anesthetic; and if, 
for some time before the operation, we 
instil alternately the anesthetic and the 
adrenalin solution, we may even in such 
cases perform an operation almost pain- 
lessly. 

Similarly in iritis, where the atropine 
did not seem to be acting on the pupil and 
causing the required dilatation, the use of 
adrenalin solution has increased the ab- 
sorptive power of the eye, and has en- 
abled the atropine to take more powerful! 
effect and produce the required dilatation. 

Similarly, in inflammatory glaucoma, 
when the eserine seemed to have no effect 
in contracting the pupil and reducing ten- 
sion, the addition of adrenalin solution: 
markedly increased the efficacy of the. 
eserine. ' 

The adrenalin, by reducing the hyper- 
emia of the vessels, brings the eye under- 
more normal conditions, thus increasing 
its absorptive powers, and so rendering: 
more active drugs dropped into the con- 
junctival sac. 

In 1898, at a meeting of the British. 
Medical Association at Edinburgh, the 
author made a communication on holo- 
caine, a new ocular anesthetic. Since- 
then he has been using it constantly, and’ 
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finds it for many purposes much superior 
to cocaine. Its good points are not suf- 
ficiently appreciated by the profession, 
and he therefore gives this brief summary 
of its advantages. 

He uses holocaine either in the form of 
a one-per-cent aqueous solution of holo- 
caine hydrochloride, or in the form of an 
ointment made up with vaselin of the 
same strength. Holocaine is readily pre- 
<ipitated in presence of an alkali, and 
hence ordinary glass bottles must be de- 
alkalized by boiling them in a weak solu- 
tion of hydrochloric acid for half an hour 
or an hour before the holocaine solution 
is put into them. If this be done, then 
the holocaine solution is perfectly stable, 
and will remain good for a considerable 
time. 

The holocaine solution will be found 
to produce a more rapid and more lasting 
anesthesia than that of cocaine, and with- 
out the disadvantages of cocaine. Holo- 
<aine has no effect on the eye apart from 
the anesthesia. Cocaine produces dryness 


and exfoliation of the epithelium, with a 
transient dilatation of the pupil and pare- 


sis of accommodation. Holocaine has no 
effect on the cornea, the iris, or the ciliary 
muscle. It has*one drawback for opera- 
tive work—the dilatation of the vessels 
leading to a greater amount of hemor- 
rhage than cocaine, which contracts the 
vessels. The 10-per-cent holocaine solu- 
tion possesses powerful antiseptic proper- 
ties, which Heinz says are so powerful 
that boiling the solution to sterilize it is 
quite unnecessary. It can be sterilized, 
however, by boiling without any decompo- 
sition. This is a very great advantage to 
the general practitioner who is only using 
an anesthetic on rare occasions, perhaps 
mostly for removing foreign bodies from 
the eye. For this purpose holocaine is an 
ideal anesthetic for him. He can leave it 
a long time, and use it without fear of in- 
troducing any septic microorganisms into 
the eye. A cocaine solution, on the other 
hand, which has been left a long time 
should not be used for this purpose with- 
out previous sterilization. 

According to the author holocaine is 
also of very great service in the treatment 
of ulcers of the cornea. Ulcers are often 
accompanied by a great amount of pain, 
and before holocaine he used often to give 
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cocaine for the purpose of relieving it; 
but since the introduction of holocaine he 
has preferred to use it, as it is most ef- 
fective in helping to relieve the patient’s 
sufferings, and also is helpful in bringing 
the ulcer into a healthy condition, prob- 
ably owing to its bactericidal properties. 
In such cases he always prescribes it in 
the form of ointment, combined frequently 
with atropine. In cases of corneal ulcer 
there is usually considerable tearing, and 
drops are practically useless, as they are 
at once dilyted and washed away by the 
abundant flood of tears. Hence, in such 
cases, the only efficacious way of applying 
such drugs as atropine or holocaine is in 
the form of ointment, for which vaselin 
makes an excellent basis. If a piece of 
this ointment is inserted under the lids, it 
smears itself all over the globe of the eye, 
and becomes intimately applied to the 
whole extent of the cornea and conjunc- 
tiva. There can be no doubt of the enor- 
mous superiority of applying drugs in this 
way to the eye when there is much lacri- 
mation, and he calls especial attention 
to it. 

In glaucoma also holocaine will be 
found most useful in relieving pain. Co- 
caine, which dilates the pupil and raises 
the tension of the eye, should never be 
used for this purpose. In the Ophthal- 
mic Review of 1898 the author reported 
a case of acute glaucoma brought on by 
the use of cocaine. Holocaine can be 
used freely in all cases with elevation of 
tension of the globe. In glaucoma, in all 
its forms, holocaine is therefore the an- 
esthetic which should always be used. 

In the deep-seated pain produced by se- 
vere inflammation, such as iritis, cyclitis, 
and iridocyclitis, the author has found 
the analgesic properties of holocaine very 
much greater than those of cocaine. In 
such cases cocaine is very effective, and in 
some it seems actually to increase the pain, 
which it probably does by raising the ten- 
sion of the eye. The relief in such cases 
by holocaine will be found to be much 
greater and more lasting, and the drug 
can be used freely, as there is no danger 
of elevating the tension of the eye. In 
holocaine we have an analgesic having 
a more profound and more lasting influ- 
ence than that of cocaine, and hence of 
the greatest value for the relief of the 
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deep-seated pain in cases of inflamma- 
tory affections of the eye. 

Holocaine must not be used either for 
subconjunctival injection or for injection 
into the tear passage, as it is more pois- 
onous than cocaine, resembling strychnine 
in its action. 


THE DIETETIC TREATMENT OF DIA4- 
BETES. 


In the London Practitioner for June, 
1904, HUTCHISON gives the following di- 
rections as to the diet of diabetics: 

In severe cases if a test diet has shown 
that the patient excretes more carbohy- 
drate than he takes in, we must proceed 
cautiously. The next step in such a case 
is to examine the urine carefully for oxy- 
butyric acid and its allies. The easiest 
way of doing so is by the “perchloride of 
iron’ test. 

1. If the addition of a few drops of 
solution of perchloride of iron causes the 
urine to assume a dark, port-wine color, 
any change of diet should be made very 
gradually, for such a patient is always in 
danger of coma, and the coma may appar- 
ently be precipitated by any sudden 
change in dietetic habits. The carbohy- 
drates in the diet should therefore be re- 
duced very slowly, and bicarbonate of soda 
should be administered at the same time in 
quantities of from one-half to one ounce 
daily. Proceeding thus one can often get 
the patient gradually on to the diet of pure 
proteid and fat described below. Not 
infrequently, however, one meets with 
difficulty. The sugar excretion may re- 
main high, and the patient’s weight and 
general condition may deteriorate, or coma 
may threaten. If things shape thus, it 
is best to abandon all attempts at a rigid 
diet, and to allow a definite quantity of 
carbohydrate in the form of bread and 
milk. For it must never be forgotten 
that in some of these severe or, as Dr. 
Pavy calls them, “composite” cases pro- 
teid is as harmful in the direction of in- 
creasing the amount of sugar in the blood 
as carbohydrates. Even when every- 
thing is going well it is not advisable, 
when one is dealing with this type of the 
disease, to give more than 500 grammes 
of cooked meat a day, or its equivalent in 
other forms of nitrogenous food. In 
many such cases one must reluctantly 
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abandon all attempts to keep the blood 
sugar-free, and be satisfied if the output 
of sugar does not rise above 100 grammes 
per day. 

2. If the perchloride reaction is nega- 
tive, one can proceed to a strict diet with- 
out much anxiety. Whether this should 
be done suddenly or gradually is a mat- 
ter of choice. Provided the patient can 
spare the time it would seem better to 
proceed gradually. One should begin 
by eliminating from the diet sugar and all 
the grosser forms of carbohydrate, then 
the farinaceous foods, then bread, and 
finally even milk, each of these articles 
being replaced as it is withdrawn by a 
carbohydrate-free substitute. The final 
strict diet would be something as follows: 

Breakfast: Bacon or buttered eggs, 
or both, or some cold ham; casoid-meal 
bread with plenty of butter; coffee made 
with sugar-free milk and sweetened with 
saccharin. 

About 11 a.m.: A glass of sugar-free 
milk and a diabetic biscuit or rusk. 

Luncheon: Soup; any animal food, 


e.g., a little cold meat or game or some 


fish; cheese; salad with plenty of oil; 
some starch-free bread; as a_ beverage, 
any natural wine or a little spirit and 
aerated water. 

Afternoon: Tea with plenty of thick 
cream and a diabetic rusk or two, or bis- 
cuit, with plenty of butter. 

Dinner: Any clear soup with the ad- 
dition of some grated cheese; fish; any 
meat; green vegetables with melted but- 
ter; baked custard made of sugar-free 
milk and eggs; beverage as at luncheon. 

At bedtime: A glass of sugar-free 
milk and a diabetic rusk or biscuit. 

If such a diet suits the patient—and of 
course it admits of variation to meet indi- 
vidual tastes—and if the sugar excretion 
disappears, he should adhere to it as long 
as possible. After a few weeks one may 
test his powers of consuming carbohy- 
drates cautiously by allowing a weighed 
quantity of bread, and it will often be 
found that a certain degree of assimila- 
tive power has returned. In such a case 
one may allow a small quantity of bread 
(or its equivalent in some other starchy 
food) daily, the condition of the urine, 
however, being carefully watched. More 
commonly one finds that the failure of 
assimilative power is progressive, and 
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that cases which begin in this group pass 
sooner or later into the other, in which 
even on strict diet some sugar is 
excreted, though by careful treatment such 
a result can often be postponed for a con- 
siderable time. 

Fatty Foods.—It might truly be said 
that the usefulness of any article of diet 
to a diabetic is in direct ratio to the 
amount of fat which it contains. For fat 
is the only nutritive constituent of food 
which cannot do a diabetic any harm; it 
never increases the output of sugar. It 
follows from this that a large part of 
one’s duty to a diabetic patient consists 
-in teaching him to eat as much fat as pos- 
sible. The best forms of fatty food are 
bacon and butter (each of which con- 
tains about 80 per cent), cream (60 per 
cent), and salad or olive-oil (which are 
pure fat). Every diabetic should learn 
to consume at least a quarter of a pound 
of butter a day; his bread should be soaked 
in it, and it should be used as a sauce for 
green vegetables and fish. Cream may 
be taken in tea or coffee. If there is diffi- 
culty in digesting enough fat—and many 


diabetics experience such difficulty—the 
administration of a little alcohol at meals 
will often improve matters. 





LIP-TIE. 


An Italian infant came to GRIFFITH 
(Annals of Surgery, March, 1904) pre- 
senting a condition in which the inner sur- 
face along the middle line of the entire 
upper lip had been bound to the gum by a 
fold of tissue continuous with the mucous 
lining of the mouth, and about one-eighth 
of an inch thick. When the mouth opened 
the middle of the upper lip rolled directly 
inward. 

This unique affection was treated by 
cutting through the partition half-way up 
its extent with blunt-pointed scissors, 
without the aid of anesthetics. The re- 
maining portions were torn through by 
the aid of the fingers. Bleeding was only 
momentarily free. 





INFLUENCE OF SKIN-GRAFTING ON THE 
RECURRENCE OF MORBID GROWTHS. 
CAMPBELL, writing to the British Med- 
ical Journal of February 13, 1904, refers 
to the influence of skin-grafting on the 
recurrence of morbid growths as follows: 
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In cases of lupus, if the affected skin 
be excised and skin-grafting of the raw 
surface be employed, there is no tendency 
for the disease to recur, whereas if the 
wound be stitched up there is a marked 
tendency to the formation of tuberculous 
nodules in the stitch-holes and scar. The 
same observation applies to keloid scars. 
There is also reason to believe that skin- 
grafting exercises an inhibitory influence 
on the recurrence of sarcomata of the 
skin. The author has not yet been able to 
satisfy himself that carcinomata are 
affected in the same way. 





PULSATING EXOPHTHALMOS. 


As but 175 cases of pulsating exophthal- 
mos have been noted in the literature of 
the last eighty-eight years, Murray (An- 
nals of Surgery, March, 1904) reports his 
experience in a single case, and in connec- 
tion therewith invites attention to the sal- 
ient features of the condition. 

The characteristic symptoms are exoph- 
thalmos, pulsating tumor at the inner 
angle of the orbit, bruit, and pulsation. 
The most prominent symptom is the pro- 
trusion of the eyeball, which in most cases 
reaches a high degree. The sequence of 
the symptoms may vary, but as a rule 
exophthalmos appears before pulsation. 

The natural course of fhe disease, and 
the ultimate result of the process, if left 
to itself, or if not affected by treatment, 
is a steady increase of the symptoms, 
when, having reached their height, the 
exophthalmos, the chemosis, and the swol- 
len lids gradually subside, but the sub- 
jective symptoms as well as the pulsating 
tumor remain, and the eyesight, gradually 
growing weaker, is finally destroyed. 

In a few instances spontaneous cure has 
resulted, hence some advise the trial of 
local and internal remedies before a resort 
is made to surgical measures. The time 
thus spent may result in the serious im- 
pairment, if not the loss, of eyesight. Med- 
ical treatment is indicated, however, 
where the patient is old, or when the arter- 
ies are so diseased as to forbid surgical 
methods. In the beginning of the disease, 
when the symptoms are not developed 
sufficiently to allow of a diagnosis, rest in 
bed, cold applications, narcotics, etc., are 
indicated; but when the nature of the 
trouble is indicated, surgical treatment 
should be promptly instituted. 
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Compression is limited to the treatment 
of the idiopathic cases, where the condi- 
tions are more favorable for the deposi- 
tion of clots. Ligation of the common 
carotid is the preferable method. 

The results of ligation, 95 cases in all 
reported by Slomannin in 1898, were: 
cured, 49 (about 50 per cent) ; improved, 
17 (17 per cent) ; unimproved, 17 (17 per 
cent) ; died, 10 (10 per-cent). 

Some operators have obtained results 
which suggest the possibility of a cure by 
merely tying off the mass of enlarged and 
pulsating veins at the inner angle of the 
orbit, and if not successful, then the caro- 
tid ligation should follow. 

When recurrence follows ligation of the 
carotid, it may be well, and certainly safer, 
to ligate and resect the veins before at- 
tempting the ligation of the second caro- 
tid. 

As a rule recurrence of symptoms after 
operation appears within a short time, 
generally a few weeks. Its delay in the 
case reported by Murray accordingly ap- 
pears exceptional. In this latter case the 
error as regards treatment was, accord- 


ing to the operator, the ligation of the 
common carotid. Had the internal caro- 
tid been tied the chances of recurrence 
might have been lessened. 

If the patient returns for another oper- 


ation, following Woodward’s example 
ligation would be done, and the branches 
of the superior ophthalmic vein at the 
inner angle of the orbit would be resected. 
If necessary a portion of the vein would 
also be resected. 





PANCREATITIS—TREATMENT: 


In a lecture recently delivered before 
the Royal College of Surgeons, England, 
Rosson (Lancet, March 26, 1904), hold- 
ing that inflammatory affections of the 
pancreas or its ducts are very much more 
common than is generally supposed, out- 
lined the more important points of the 
treatment. 

As soon as acute pancreatitis is proved 
the surgeon must not wait until the col- 
lapse has passed off, as that may be de- 
pendent on septic absorption, which can be 
relieved only by operation. The simulation 
of intestinal obstruction will probably lead 
to efforts to secure an evacuation of the 
bowels and relief to the distention. 
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An early exploration from the front 
through the middle line above the umbili- 
cus, or from behind through the left costo- 
vertebral angle, is indicated in order to 
relieve tension, to evacuate septic mater- 
ial, to secure free drainage, and to arrest 
the hemorrhage which leads to disintegra- 
tion and necrosis of the pancreas. 

The after-treatment will be directed 
chiefly to combating shock and keeping up 
the strength until the matcries morb1, both 
local and general, can be thrown off. Even 
if no pus be found no harm should accrue 
by such an exploration, as it can be made 
in a few minutes through a very small 
incision in the middle line above the umbil- 
icus, if necessary with the aid of cocaine. 
After the discovery of fat necrosis a pos- 
terior incision in the left costovertebral 
angie will enable the diseased organ to be 
very freely examined and, if necessary, 
drained for the evacuation of pus and gan- 
grenous material without risk to the gen- 
eral peritoneal cavity, and with very little 
danger of retained septic matter, as the 
drainage will be a dependent one. Should 
the inflammatory collection or the tensely 
distended and inflamed gland be incised 
from the front, as is advisable in certain 
cases, gauze packing and gauze drainage 
may usually be relied on to prevent gen- 
eral infection of the peritoneum. If there 
are signs of obstructed common duct the 
gall-bladder should be drained, and if 
gall-stones are discovered they should be 
removed, if this can be done without ser- 
iously adding to the length of the opera- 
tion, or imperiling life by adding to the 
shock; otherwise they may be left and 
removed on a subsequent occasion, if free 
drainage of the bile passages can be 
secured. 

The subacute form of pancreatitis is 
more amenable to treatment, as the indi- 
cations are so much more definite and 
there is more time for careful considera- 
tion. Though it has usually only been 
attacked when an abscess has formed and 
is manifestly making its way to the sur- 
face, yet there is no reason why, in some 
cases, surgical treatment should not be 
adopted at an earlier stage. As in the 
acute condition, morphine may be re- 
quired to relieve the pain and to lessen the 
collapse. Distention, if present, demands 
attention, and may have to be relieved by 
lavage of the stomach and_ turpentine 
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enemata, or by the administration of calo- 
mel ‘by the mouth: Calomel is also of 
benefit as an intestinal antiseptic, for 
which purpose it may be given in small 
repeated doses followed by a saline aperi- 
ent. As soon as the constipation is re- 
lieved diarrhea is apt to supervene, when 
salol and bismuth, with small doses of 
opium, may be administered. If surgical 
treatment is decided on, a median incision 
above the umbilicus will enable the opera- 
tor to palpate the pancreas and to locate 
any incipient collection of pus, which, if 
practicable, should then be evacuated by a 
posterior incision in the left or right costo- 
vertebral angle, or removed by aspiration, 
and the cavity opened and packed with 
gauze, which may be brought forward 
through a large rubber tube, which pro- 
cedure will in the course of twenty-four 
to forty-eight hours establish a track iso- 
lated from the general peritoneal cavity. 
In abscess of the pancreas, which usually 
assumes the form of subacute pancreatitis 
(and must be distinguished from the acute 
suppurative pancreatitis where the pus is 
diffused through the gland or where the 
abscesses are small and multiple), the 
suppurating process is limited by a pour- 
ing out of lymph, so that should the pa- 
tient survive the initial more acute stage, 
and discovery of the pus-containing cavity 
be made, the condition is one decidedly 
amenable to treatment by drainage. It is 
important in these cases to see that the 
cause is removed (for instance, gall-stones 
or pancreatic calculi), so that if recovery 
occurs there may be nothing left to lead 
to a recurrence. 

Of eight cases of abscess of the pan- 
‘creas, Six were operated on, with recovery 
from operation in five, though in one of 
the cases the relief was only for a few 
weeks, and in the other for a few months. 
One was a case of acute pancreatitis. In 
the eighth case, which was not operated 
upon, the abscess ruptured into the bowel 
and was discharged, the diagnosis having 
been made by an examination of the 
tumor under an anesthetic and by the pres- 
ence of pancreatic reaction. When in- 
flammation of the pancreas has ended in 
abscess, chronic interstitial pancreatitis 
probably will be present also, as was 
shown at the necropsy of one of the cases 
that died subsequently. It is possible that 
in some of the cases the interstitial change 


may be local, though in others it may be 
general and lead to an atrophy of the 
gland and to glycosuria. A _ search 
through literature reveals a considerable 
number of pyemic abscesses of the pan- 
creas, but those resulting from subacute 
pancreatitis are not common. Of four- 
teen cases operated on for abscess of the 
pancreas, five died, giving a mortality of 
05.6 per cent. 

By chronic pancreatitis is understood an 
interstitial change in the pancreas of an 
inflammatory character leading to the for- 
mation of fibrous tissue. It may be inter- 
lobular, in which case it exerts pressure on 
and causes atrophy of the true glandular 
substance of the pancreas, and interferes 
with its digestive function; or interacinar, 
in which case the fibrous tissue also in- 
vades the islands of Langerhans, and 
leads not only to an interference with the 
digestive but also with the metabolic func- 
tions of the gland, and so to glycosuria. 

The most important diagnostic means 
by which to determine whether or not the 
pancreas is participating in the disease, 
and whether the affection be dependent on 
simple inflammation or on cancer, is the 
discovery of the pancreatic reaction in the 
urine. This test should save many useless 
operations, for if it can be made to prove 
the presence of malignant disease of the 
pancreas along with jaundice, operative 
treatment should be avoided as being not 
only extremely dangerous, but practically 
useless, even if the patient recovers from 
the operation. 

The treatment of catarrhal inflamma- 
tion of the pancreas and of chronic inter- 
stitial pancreatitis should be to aim first, 
by general and medical means, at the 
cause, whether that be gall-stones, pan- 
creatic calculi, duodenal catarrh, gastric 
ulcer, alcoholism, or syphilis. If after 
a fair trial of medical treatment the jaun- 
dice and loss of weight continue, and signs 
of failure in pancreatic digestion and 
metabolism are manifesting themselves, 
the question of surgical treatment should 
be considered, in order to prevent serious 
degeneration of the gland. 

When operation is undertaken before 
the process has advanced to well marked 
pancreatitis or to the interacinar form, 
complete cure is effected in a great major- 
ity of cases, but if interstitial inflamma- 
tion has become well marked an arrest of 
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the process is all that can be looked for. 
As proof of this statement, in some 
patients, apparently well several years 
after operation, ‘a pancreatic reaction was 
obtained in the urine, while in two cases 
glycosuria developed, thus showing that 
inflammation of the pancreas, if at all ad- 
vanced, leaves abiding changes, and the 
sooner the morbid process is checked the 
less likelihood will there be of a perma- 
nently deficient metabolism. Surgical 
treatment will vary according to the cause 
and the symptoms. Where there is evi- 
dence of obstruction, whether in the pan- 
creatic or common bile-ducts, the cause in 
the greater number of cases, 27 as com- 
pared with 24, will prove to be concre- 
tions, which should if possible be removed, 
as the hope of relief is very promising. 

At the same time the bile-ducts should 
be drained either by means of cholecyst- 
ostomy or: cholecystenterostomy (even 
when no obstruction can be found), thus 
removing one source of irritation in the 
shape of infected bile, relieving tension, 
and allowing the infected pancreatic secre- 
tion to escape, besides freeing the blood 
from a poison which seriously affects the 
system. 

Whether advanced chronic interstitial 
pancreatitis will be completely cured by 
operation it is difficult to say, for in some 
of the severer cases a pancreatic reaction 
is found long after the operation, though 
in several cases that have been tested years 
after the operation this reaction had en- 
tirely disappeared, thus apparently prov- 
ing that the case is cured. The operation 
may arrest the process of disorgani- 
zation even if it cannot alter changes 
that have already occurred. Doubt- 
less in some the disease was a cCa- 
tarrhal inflammation, which was arrested 
before interstitial inflammation had act- 
ually developed, or before it had gone too 
far; and probably in none had the inter- 
stitial change advanced so far as to be- 
come interacinar, or to present the ad- 
vanced stage of atrophy or cirrhosis, as 
in none of the cases was sugar present in 
the urine at the time of operation, though 
the metabolic functions of the pancreas 
were impaired, as shown by the presence 
of the pancreatic reaction, and the diges- 
tive functions were affected, as shown by 
the condition of the feces. 

A search through the literature of. the 
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subject has revealed the fact that (apart 
from the author’s cases, fifty-one in num- 
ber, with’a mortality of 3.9 per cent— 
two deaths) there have been sixty-two 
operations for chronic pancreatitis re- 
corded, which resulted in eight deaths, 
yielding a rate of mortality of 12.9 per 
cent. 





CIRRHOSIS OF THE STOMACH. 


From the history of the case, with which 
he -has had personal experience, both be- 
fore and since the operation performed, 
SHELDON (Annals of Surgery, March, 
1904) is confident he has had to do with 
the somewhat rare complaint, cirrhosis of 
the stomach. 

The affection is so rare that some 
authorities have maintained that it is im- 
possible that a non-malignant cirrhosis of 
the stomach can exist. It is possible, of 
course, that a carcinomatous process may 
develop in a stomach already the seat of 
chronic cirrhotic changes, but it is improb- 
able that such a case has been recorded. 

From a study of the cases recorded it 
appears that usually definite symptoms 
were preceded by a long-standing dyspep- 
sia. The most distressing symptom is 
vomiting; it occurs in paroxysms at the 
beginning of the disease; later it is com- 
plained of every day. In most cases the 
ingestion of food precedes the vomiting. 
Emaciation and weakness are very promi- 
nent. The marked and rapid wasting 
might suggest the presence of malignant 
disease. 

In the cases reported, physical exami- 
nation proved negative except in one 
instance. 

In making a diagnosis it may be im- 
possible, in any case, to exclude malig- 
nancy. The following conditions would 
point to a cirrhosis of the stomach: Long- 
standing disease; absence of vomiting of 
blood ; a contracted stomach; absénce of a 
tumor on palpation; absence of glandular 
or hepatic involvement; improvement of 
the patient generally, and relief of the 
stomach symptoms, for a considerable 
period of time, when rectal feeding is 
resorted to. 

The treatment is surgical. If the condi- 
tion is non-malignant, as there is reason to 
believe from the reports of the cases, and 
especially in cases in which the gastric 
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mucosa is found to be smooth, firm, and 
pale, when the stomach is opened, gastro- 
enterostomy should be performed. This 
operation drains the chronically inflamed 
stomach, and at the same time allows the 
food to pass into the intestines. 





TRAUMATIC ASPHYXIA. 


Traumatic asphyxia or apnea is pro- 
duced by forcible compression of the 
thorax so that-breathing cannot take place 
for several minutes. The number of cases 
that have recovered, cases which have 
been studied in life, is very small. BEacH 
and Coss (Annals of Surgery, April, 
1904) have found it possible to find in 
all the literature but six cases—three boys 
about fifteen years of age; the others, in- 
cluding the writers’ case, being young 
adults between twenty-two and _thirty- 
six years old. In all of these the domi- 
nant and diagnostic feature was the blue- 
black discoloration of the skin, mainly 
confined to the face and neck above the 
clavicle; in one the discoloration extended 
into the forearm for some distance; and 
in another it extended over the chest wall 
to the second or third ribs. 

The authors’ case was a large, muscular 
German, aged thirty, who had _ been 
caught and held by a moving freight ele- 
vator. The elevator was stopped, and the 
man released in from three to five minutes. 
While this was being done his face became 
black, blood ran from his nose and mouth, 
and his eyes protruded. He was uncon- 
scious for a few minutes after being 
released. 

Examination one hour after the injury 
was as follows: Perfectly conscious, but 
dull and sluggish; in a state of moderate 
shock; temperature 99.5° F.; signs of 
violent trauma extending from the groins 
and buttocks to the mid-thoracic region. 
The entire face, head, and neck were very 
dark-blue in color, and there was marked 
subconjunctival ecchymosis of both eyes. 
Pressure on the blue-black skin did not 
cause it to pale completely as in cyanosis, 
but on the contrary had little effect. 

The patient recovered. At no time was 
he very sick, except on the third day his 
temperature rose to 106° F., and he had 
labored breathing and slight bloody expec- 
toration, and both lungs were full of 


rales; this condition, however, passed 
away in twenty-four hours. The discolor- 
ation disappeared rapidly after the third 
day, apparently simply fading out; and 
three weeks afterward the patient’s face 
seemed almost normal, having only a 
slight congested appearance. 

Examination of two pieces of skin re- 
moved under cocaine anesthesia proved 
that the discoloration was due to a stasis 
from mechanical overdistention of the 
veins and capillaries. As to the cause of 
the sharp limitation of the color to the 
head and neck, the writers are inclined to 
consider rational the theory of Perthes, 
which ascribes it to the lack of valves in 
the jugular and facial veins. 

From the very nature of the injury 
and its attending circumstances, surgical 
aid can rarely be on the spot except as a 
coincidence. It is rational to suppose, 
however, that the immediate use of artifi- 
cial respiration and oxygen might resusci- 
tate certain of such cases if it could be 
applied at once; the cases that survive 
without such aid will always be extra- 
ordinarily rare. 

The secondary treatment, aside from 
combating shock, must be symptomatic. 
On the second or third day in certain cases 
pulmonary complications, with pyrexia, 
bloody expectoration, and labored breath- 
ing, may appear. This condition Perthes 
called a “contusion-pneumonia;” it may 
be expected to subside rapidly and not to 
result fatally. 





STRICTURE OF THE FEMALE URETHRA. 


His experience in a number of cases 
induces JoHNSON (Journal of the Ameri- 
can Medical Association, April 2, 1904) 
to invite attention to that infrequently 
observed affection, stricture of the female 
urethra, to the various phases of the com- 
plaint, and to the proper treatment. 

Strictures of the female urethra are 
narrowings of the intima of the canal toa 
greater or less degree, which impede or 
prevent the passage of the urine by the 
natural course from the bladder. Con- 
genital atresiz are usually located at the 
neck of the bladder, or in the upper third 
of the urethra, but the obliteration of the 


entire canal or its absence has been noted.’ 


Acquired cases, if traumatic, are situated 
at or near the site of the injury, while if 
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non-traumatic they are usually found in 
the middle third of the urethra. 

The causes are congenital malforma- 
tion, traumatic, internal, or external, asso- 
ciated with abnormal, prolonged, or in- 
strumental labors; injuries of the geni- 
tals from burns, scalds, falls, cicatrices 
following operations, and contractions 
from the free use of caustics; inflamma- 
tion and infection from gonorrhea, ure- 
thral chancre and chancroid, septic instru- 
ments, urethral masturbation, tumors and 
adhesion bands in vagina. Tumors within 
the urethra are said never to cause steno- 
sis or atresia. 

Diagnosis is based on discovery of ste- 
nosis or atresia by the use of olive-pointed 
sounds, bougies, or metal catheters. The 
condition of the urine even in advanced 
cases is often misleading. Infrequency 
of the disease causes delay in diagnosis; 
therefore no physical examination in “dis- 
ease of women” should be considered com- 
plete until the catheter has been passed 
into the bladder. 

Prognosis is favorable in acquired ste- 
nosis or atresia, except where advanced 


bladder or kidney disease exists from in- 


fection or distention. In congenital atre- 
sia it will depend upon the complications 
in individual cases. 

Treatmept of acquired stenosis or atre- 
sia consists of gradual or rapid dilatation 
with olive-pointed sounds, bougies, metal 
catheters, urethral or uterine dilators, and 
in some cases cutting or incision. Consti- 
tutional medication should invariably fol- 
low surgical correction of stenosis or 
atresia from urethral chancre. Cicatricial 
bands in the vagina contracting the 
urethra should be incised and loosened. 
Bladder and urethral irrigation and 
flushing should be practiced in all 
cases. Treatment of congenital atresia 
will depend on the extent and character of 
the complications. It may be necessary in 
extreme distention to puncture the bladder 
to evacuate its contents, or incise, making 
either a vesicovaginal or a urethrovaginal 
fistula, before opening the atresia, closing 
the incision or fistula after the integrity of 
the reconstructed urethra is assured. 
Atresia complicated with vesicovaginal 
fistula should be dilated or incised, subse- 
quently closing the fistula. Atresia com- 
plicated with urine escape through a 
patulous urachus should be dilated or in- 
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cised without making a vesical fistula. 
After the course of the urine has been 
changed, the patulous urachus is supposed 
to close and atrophy. (A patulous ura- 
chus is sometimes observed in abdominal 
surgery.) Reed advises as follows: 

Where the atresia of the upper part of 
the urethra is associated with the vesico- 
vaginal fistula, the operator may cut out 
the portion of the urethra and unite the 
neck of the bladder to the portion of the 
urethra below the excision. If atresia 
exists between a urethral fistula below and 
a vesicovaginal fistula above, the readiest 
way to deal with it is to thoroughly loosen 
the tissue and bring the upper edge of the 
vesical fistula down to the outer edge of 
the urethral fistula. To unite such a fis- 
tula, however, a combination of the trans- 
verse and longitudinal operation may be 
done. A transverse incision may be made 
by making an artificial vesicovaginal fis- 
tula just above the neck of the bladder. 
The upper edge of this can then be stitched 
to the lower edge of the urethral fistula, 
and after healing has taken place the 
edges of-the original vesicovaginal fistula 
can be closed by stitches so placed as to 
bring the edges together from side to side, 
leaving a longitudinal scar. 





FRACTURE OF THE ACETABULUM. 


Destot and Duranp (Lyon Médical, 
No. 9, 1904) have collected nineteen cases 
of fracture limited to the floor of the coty- 
loid cavity. These fractures are produced 
by a fall or blow on the great trochanter. 
It has been impossible to produce this frac- 
ture experimentally in the dead subject, 
hence the mechanism of its production is 
not clearly understood. Depending upon 
whether the free margin of the fragment 
projects upward or downward, rectal ex- 
amination may or may not determine the 
diagnosis. 

In some cases the symptoms resemble 
those of a mild contusion. Tenderness 
may be elicited by pressure over the fold 
of the groin, or by percussion on the knee, 
or great trochanter. There is some local 
swelling with prominence of the inguinal 
region and Scarpa’s triangle. Slight flex- 
ion with partial external rotation (the lat- 
ter easily corrected but recurring) is .of 
inconstant occurrence. Movements of the 
joint are painful, and the range of motion 
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is limited. In the absence of direct trau- 
matism a single area of nummular ecchy- 
mosis in the median line of the most 
dependent part of the scrotum, appearing 
several days after the receipt of the injury, 
is almost pathognomonic of fracture of 
the cotyloid cavity. 

Positive diagnosis is made by rectal 
and #-ray examinations. 

This fracture is prone to be followed by 
chronic arthritis and partial ankylosis, 
which may cause prolonged or permanent 
crippling. 

In some cases it may be possible to re- 
duce the fragments by manipulation 
through the rectum. Rest and extension 
are indicated in the early stages. Later, 
massage and passive movements are help- 
ful. If chronic arthritis develops, method- 
ical movements, massage, electricity, hot 
douches, and thermal treatment may be 
employed. 

ARREGGER (Deutsche Zeitschrift fiir 
Chirurgie, February, 1904) presents the 
following conclusions after a study of 23 
cases in which there was a central dislo- 
cation of the head of the femur in addition 
to a fracture of the acetabulum: 

1. Central luxation is the rarest form 
of dislocations of the hip, and is produced 
by the rapid action of a great force exerted 
upon the trochanter, driving the head of 
the femur through the acetabulum into the 
true. pelvis. 

2. The principal symptoms are: (a) 
External rotation of the leg, which can be 
corrected easily, and as a rule painlessly, 
but tends to recur slowly when the cor- 
recting force is removed. (b) Shorten- 
ing of the distance between the symphysis 
and the trochanter; situation of the tro- 
chanter in the axillary line; simultaneous 
presence of an extraperitoneal hematoma. 
(c) Projection of the head of the femur 
and fragments of the acetabulum into the 
true pelvis. 

3. Diagnosis is based on rectal or vag- 
inal examination combined with the evi- 
dence afforded by a radiographic picture 
of the bony pelvis. Examination should 
be made cautiously to avoid injury of the 
intestines or bladder. 

4. (a) If possible the head of the femur 
should be replaced, and lateral and longi- 
tudinal extension’ instituted, with early 
resort to orthopedic treatment; or a plas- 
ter cast extending well above the border 


of the ribs may be applied. Efforts at re- 
duction by way of. the rectum should be 


avoided. (b) If the head of the femur . 


is irreducible, elevation with splints, or 
extension, should be employed. (c) In 
cases in which the thigh is in very bad 
position, or in which there is evidence of 
pressure of the femoral head on the pelvic 
viscera, the pelvis should be resected and 
the head of the femur replaced. (d) Ap- 
propriate treatment should be instituted 
for any complications such as hemorrhage, 
or lesions.of the bowel or bladder. 

5. In mild cases properly treated the 
prognosis is favorable. A functionating 
socket for the head of the femur is formed 
inside the pelvis from the fragments of the 
acetabulum. Recovery requires several 
months. Disability. is permanent. In 
severe cases death usually results in a 
short time from shock, sepsis, or injury to 
the viscera. . 

Wiis (Deutsche Zeitschrift fiir Clur- 
urgie, February, 1904) believes that the 
customary treatment by simple extension 
is not the best method of drawing the 
head of the femur out of its abnormal 
position. Reduction can be more certainly 
attained by flexing the thigh at the hip, 
and moderately adducting it. The limb 
may be suspended in this position, or sup- 
ported on a suitable splint. Ankylosis is 
prevented by passive motion at the end of 
three weeks. 





RESECTION FOR PYOTHORAX. 


The deficiency of accepted routine oper- 
ations in cases of old pyothorax has led 
Beck (Annals of Surgery, March, 1904) 
to employ methods of procedure which are 
intended to fit each individual case. That 
is to say, the plan of operation is perfected 
while the surgeon operates. 

The modus operandi of this exploratory 
method consists in resecting the rib which 
lies approximately in the middle of the 
roof of the cavity, regardless of the pleural 
fistula. The fistula is utilized for the pass- 
age of a sound, but during the operation 
itself it is avoided. The pleura under- 
lying the resected rib is now incised. By 
means of a lateral incision enough room 
is gained to inspect a large part of the 
cavity and to palpate the cavity walls. _ 

If the cavity is small and the patient 1s 
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in a fairly good condition, the next two or 
three ribs are resected from the vertical 
incision in proportion to the extent of the 
cavity beneath, while the soft parts are 
held back with sharp retractors. The cos- 
tal pleura is then excised by means of a 
blunt-pointed knife. If the fibrous tissue 
is very hard, the lumen of the intercostal 
arteries is so much diminished by com- 
pression that the hemorrhage can be regu- 
lated by temporary pressure. ‘The soft 
parts and ribs may be divided at the same 
time. In more extensive cases the ribs 
are divided successively in the same man- 
ner; the presumptive length of each piece 
is ascertained by palpation as it is incised. 
Palpation also determines whether the 
pleura below the ribs is still elastic or must 
also be sacrificed. The incision of the soft 
parts proceeds likewise, which results in a 
very irregular looking flap. No particular 
attention need be paid to the shaping of 
the latter, as it must depend more or less 
upon that of the cavity. Cross-incisions, 
accordingly, may also be made. If a por- 
tion of the scapula is found to be in the 
way it is excised. 

The muscular flap set free by the resec- 
tion of the scapula can be utilized for the 
purpose of partly filling up the underlying 
cavity. 

A not rare occurrence, yet one probably 
not mentioned in literature, is the con- 
cave arrangement of the lung surface 
which overbridges a certain amount of the 
cavity. The lateral parts of the pulmon- 
ary pleura attach themselves to the costal 
pleura, fibrous adhesions. holding them 
there. The middle portion, however, does 
not follow, and represents the floor of a 
cavity over which the approximated sides 
form the roof. 

Special caution is necessary at the be- 
ginning of the operation. If in a case of 
this kind the operator were to incise di- 
rectly without first exploring the cavity 
thoroughly after the resection of the first 
tib, he might injure the lungs. But if he 
locates the position of pleurze junction it is 
possible to finish the process by blunt dis- 
section after having carefully divided the 
fibrous tissues. The lateral portions then 
gape apart and the pulmonary pleura be- 
comes flat. Partial decortication is indi- 
cated in such a case. The right half of 
the lung is particularly prone to this sort 
of adherence. 
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The following procedure will be found 
of service in the resection of that part of 
the costal dome which covers the pleural 
cavity; the method is simple, compara- 
tively safe, and can be performed to a lim- 
ited as well as to a large extent, just as 
the case demands it. 

With the arm at a right angle, the in- 
cision is led close to the lower border of 
the pectoralis major muscle in a horizon- 
tal direction till it ends at the lower part of 
the anterior margin of the deltoid muscle. 
The muscles are then dissected back super- 
iorly until the axillary region is free. The 
vessels'and muscles are grasped by strong 
blunt hooks and pulled upward. Some- 
times separation is possible only by the 
aid of lateral incisions into both pecto- 
rales. Thus the vessels are temporarily 
held: out of danger, and the ribs can be 
removed according to the indicated princi- 
ples. If it is very difficult to reach the 
first rib by means of the pectoro-axillary 
incision, then the clavicle may be resected 
temporarily. The decorticated flap is then 
trimmed and placed on the pulmonary sur- 
face of the pleura. If pieces of the pul- 
monary pleura have been removed, agglu- 
tination is much easier. The callous areas 
of the pulmonary pleura should also be 
removed ; this is accomplished by flat, saw- 
cutting incisions similar to those made in 
preparing microscopical sections. In most 
cases a resection of the chest wall must 
be added to decortication of the pulmonary 
pleura. 

An annular periostome and elevatorium 
rib-shears are used for dividing the rib. 
The first is a sort of aneurism needle, but 
flat, and formed to embrace the rib. After 
the dissection of the periosteum it serves 
as a retractor. It is combined with an ele- 
vator. The shears can be taken apart so 
that both halves can be applied separately, 
as in the obstetrical forceps. 

The cavity is packed with iodoform 
gauze. Immediately after the operation 
this is done tightly, later on loosely. Then 
drainage tubes, enveloped by iodoform 
gauze, may also be used. Thus irriga- 
tions are not only rendered unnecessary, 
but are in fact harmful. 

During the after-treatment stress is to 
be laid upon early gymnastics, which favor 
expansion of the lungs. To this end 
dumb-bells and practice on a bugle are 
recommended. 
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GONORRHEA IN THE MALE—ABORTIVE 
TREATMENT, 


The views for and against the abortive 
treatment of gonorrhea are varied, but 
BiERHOFF (Medical News, March 12, 
1904) records the results of this form of 
treatment in a series of thirty cases, and 
claims that the low percentage (6.6, or 2 
out of 30) of the cases in which a pos- 
terior urethritis (prostatitis) developed 
demonstrates the utility of this procedure. 
Compared with the high percentages re- 
ported by other investigators, it proves 
that the abortive treatment of gonorrhea 
is possible; that if employed early the 
percentage of cases in which a positive 
result is obtained is a fairly large one; 
that when one employs only those drugs 
which, while- they kill the gonococci, do 
not injure the mucous membrane, the per- 
centage of complications will most likely 
be smaller than heretofore; and _ that 
should the attempt to abort the disease 
fail, the patient will not have been injured. 

The author recognizes the prophylaxis 
as the ideal treatment and recommends 
the instillation of 2 to 3 drops of a 10- to 
20-per-cent solution of protargol in gly- 
cerin into the fossa navicularis, as soon 
as possible after the suspicious coitus. In 
one case the gonorrheal infection was dis- 
covered within ten hours after the suspi- 
cious intercourse, and the disease aborted 
with a single injection of 8 cubic centi- 
meters of a two-per-cent protargol-gly- 
cerin-water solution. This case, not in- 
cluded in the thirty referred to, came 
under control and displayed on the first 
examination distinct, although few, gono- 
cocci in the urethral scraping; at several 
points there were already distinctly gono- 
coccus-bearing pus cells. Control exami- 
nations were made after one, four, eight, 
twenty-four, and forty-eight hours. In 
one hour the secretion, which was called 
forth profusely by the injection, was free 
of all germs and remained so, this fact 
being determined by repeated subsequent 
control examinations during a period of 
several months. The discharge rapidly 
lost its purulent character, after the cessa- 
tion of treatment, to become purely epithe- 
lial within twenty-four hours, and dis- 
appeared entirely after another twenty- 
four hours. Many a gonorrheal infection 
of low virulence dies out, upon the epithe- 
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lium of the fossa navicularis, without its 
bearer having been aware of the fact of 
the infection. 

The sooner abortive treatment is 
begun, the greater the chances of success, 
in the absence of complicating conditions. 
resulting from the presence of the re- 
mains of preéxisting disease like chronic 
infection of the lacunz, glands of Littré, 
or prostate; and congenital malformations. 
of the urethra, such as paraurethral pass- 
ages, or abnormal width or depth of the 
lacune. 

The method of treatment has varied 
with different investigators. Ricord, 
Debenay, Diday, and others employed in- 
jections of nitrate of silver in solutions 
up to 5 per cent in strength. According 
to the reports of most of the observers, 
the reaction following the abortive at- 
tempts with nitrate of silver solution is 
very severe, and at times serious compli- 
cations arise, resulting even in death, as 
in a case reported by Cullerier and Guyon. 

Another variety of the abortive treat- 
ment is the application of Janet’s method 
and its modifications. The irrigations 
with permanganate of potash are recom- 
mended by Janet himself, by Valentine, 
Goldberg, and others; Wossidlo, Hor- 
witz, Weiss, and Christian express them- 
selves against the method as an abortive. 

Bierhoff employs a modified form of 
the treatment devised by Frank and 
Lewin. A microscopical examination of 
the secretion is first made. If the dis- 
charge be slight, and if the majority of 
the gonococci still be extracellular, the 
protargol solution is employed in the 
strength of one-sixth to one-third per 
cent. If the discharge be at all pro- 
nounced, or if the greater part of the 
gonococci be intracellular, a one-third to 
one-half per cent solution is used. 

The method is employed, naturally, in 
those cases only in which the urine is 
clear. After urination the urethra is an- 
esthetized by the injection of a mixture 
of 4 cubic centimeters of a one-per-cent 
cocaine solution and 4 cubic centimeters 
of a one-per-cent protargol solution. 
After this the anterior urethra is cleansed 
with 150 cubic centimeters of the pro- 
targol solution. Following this an irri- 
gation of the entire urethra is made ac- 
cording to Janet’s method, with 150 cubic 
centimeters of the solution. The patient 
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then empties his bladder of the irrigated 
fluid. This irrigation of the entire ure- 
thra, with immediate emptying of the 
fluid, is repeated from one to three times 
at the same sitting, so that the urethra is 
flushed four to eight times. In addition, 
the patient is given a solution of protar- 
gol (one-half per cent), with which he is 
instructed to inject three to five times 
during the day, and- to retain the fluid 
ten minutes each time. During the suc- 
ceeding days, if the gonococci have dis- 
appeared, the strength of the solution and 
the quantity of the fluid injected are 
diminished, to be suspended if the result 
be positive, on the fourth or fifth day at 
the latest. The injections by the patient 
are also diminished and suspended in a 
similar manner. Then follow the usual 
provocative tests and control examina- 
tions. 

The continued absence of discharge, 
and the absence of gonococci from the 
shreds (which should be only minimal 
and chiefly epithelial) from the prostatic 
secretion (which must also be free from 
pus-cells) and from the urinary sediment, 
in spite of the tests of cessation of treat- 
ment, indulgence in alcoholics, irritating 
injections, and coitus condomatus, are a 
proof of cure, if after control examina- 
tions covering a period of several weeks 
the patient still remains free of gono- 
cocci. Cultures should be employed in 
every doubtful case, though they are not 
absolutely necessary to determine the fact 
of a cure. 

In the thirty cases in which this method 
was employed, the result was positive in 
fifteen (50 per cent); negative in fifteen 
(50 per cent). 

In the positive cases the gonococci had 
definitely disappeared in twelve on the 
second day, in one on the third day, in 
two on the fourth day. The duration of 
the treatment and the tests varied from 
five to twenty days. In two cases the 
fresh gonorrheal infection occurred in the 
persons of patients who were under treat- 
ment for old, endoglandular, non-gonor- 
theal prostatitis, and in neither of the 
cases did the gonorrheal infection extend 
to the prostate. The period of incubation 
was two days in five cases; three days in 
four cases; four days in three; five days 
in one; six days in one; two to three 
weeks in one case. The patients presented 
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themselves on the first day of the dis- 
charge in ten cases, on the second in one 
case, on the seventh and eighth days in 
two.cases, on the thirteenth day in one 
case, and on the forty-seventh day in one 
case. In none of these cases was it a first 
infection; in four cases it was a second, 
in four a third, in four a fourth. In the 
remaining three the exact number of pre- 
ceding infections was not obtainable, but 
in all it was at least the second infection. 

Of the negative cases, the gonococci 
had definitely disappeared in two cases 
after the fifth day (so that these cases 
might even be classed as positive results), 
in three cases after the tenth day, in one 
after the sixteenth day, in two after the 
twenty-first day, in one after twenty-two 
days, in one after thirty-five days, in one 
after thirty-six days, in one after forty 
days, and one case is still under treatment. 
Two cases withdrew from observation be- 
fore the gonococci had disappeared. The 
duration of the treatment and testing 
varied from fourteen days to a period of 
over five months. (In the case of the 
patient still under treatment, an infection 
of a lacuna about 3 centimeters in depth 
has protracted the disease abnormally). 
The period of incubation was two days in 
four cases, three in five cases, four in one 
case, five in one case, six in two cases, 
three or six in one case, and twenty days 
in one case. Ten patients presented them- 
selves on the first day of the discharge, 
one on the second day, three on the third, 
one on the sixth. In three cases it was a 
first infection, in five a second, in four a 
third, and in three the number was im- 
possible to determine, although it was at 
least the second. The cause of the nega- 
tive result was, in six cases, the involve- 
ment of the glands and lacune of the an- 
terior urethra; in one case the infection, 
in a mild degree, of the prostate, in a pa- 
tient who repeatedly subjected himself to 
sexual excitation. In one case (one of 
the patients who withdrew from treat- 
ment) the urethral glands and prostate 
became infected upon an old, postgonor- 
rheal catarrhal inflammation, for which 
he had been treated prior to his gonor- 
rheal reinfection. In six cases there was 
no demonstrable cause for the negative re- 
sult; but these were all cases that could 
be discharged as cured in from three to 
five weeks; in one case (the second pa- 
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tient, who withdrew from treatment) the 
gonococci were almost entirely gone at the 
time of his departure. 





PHARYNGEAL LESIONS OF SYPHILIS— 
RECOGNITION AND TREATMENT. 


A brief outline of his experience in rec- 
ognizing and treating the pharyngeal le- 
sions of syphilis is given by SOMERs in 
the Medical News of March 12, 1904. 

He believes that syphilitic erythema, as 
a secondary manifestation of the disease, 
may be and often is mistaken for catar- 
rhal pharyngitis or tonsillitis, although 
the erythema is usually symmetrical, be- 
ing limited in outline by abrupt, well de- 
fined margins from the healthy mucosa. 
While the color of the affected area is not 
always characteristic, yet it differs from 
that of simple erythema in presenting a 
deeper brick-red, or more of a copper hue, 
and as a further characteristic there is a 
marked tendency to the development of 
small, irregular patches of cloudy swelling 
of the epithelium, shown in this form by 
linear semitranslucent areas or minute ir- 
regular-shaped patches. 

When these areas of epithelial change 
become larger, well defined, and present a 
whitish or bluish-white color, they con- 
stitute the second phase of syphilis—the 
so-called mucous patch. Oval, circular, 
or stratiform in shape, they present a 
slight elevation upon the somewhat swol- 
len and hyperemic mucosa, and partake 
in their symmetry of the disposition of 
erythema in this respect. The most con- 
stant site is upon the soft palate, pillars, 
and tonsils. They are also seen where ir- 
ritation exists, especially at the sides of 
the tongue, and either here or on the buc- 
cal surface in the immediate vicinity of a 
diseased tooth. 

The early recognition of these lesions 
is essential in order to prevent tissue de- 
struction that may seriously endanger life. 
The areas of tissue disintegration, at first 
shallow, cover a wide, irregular surface, 
and rapidly cause the soft tissues to melt 
away, while the affected parts are cov- 
ered with a thick, mucopurulent, offensive 
secretion. Unlike other affections seen 
here, the tendency to disintegration and 
perforation of bone is most marked, and 
with little or no pain a large ragged open- 
ing may be produced rapidly between the 





oral and nasal cavities. Osseous destruc- 
tion is especially marked when an ulcer 
occupies any portion of the palate. The 
author has seen a few cases in which ter- 
tiary ulceration of the tonsils was treated 
for several weeks as well marked cases of 
diphtheria. 

In both erythema and mucous patch, 
examination of other parts of the body 
will usually reveal the scar of the chancre; 
the dermal eruption will be well marked, 
or in case the latter has faded away some 
discoloration in more or less symmetrical 
areas will usually give a clue to the na- 
ture of the throat lesions, while in ter- 
tiary ulceration, with both these factors 
indistinguishable, dependence will have to 
be placed on the postcervical glandular 
swelling, and, if present, on the nodular 
swellings over the tibia region. 

While both local and general medica- 
tion have their place in the care of the 
syphilitic patient in whom the pharynx is 
involved, yet the latter is of far more im- 
portance, many cases receiving no added 
benefit from local applications. For the 
erythema mercury is essential, and usually 
the protiodide in one-quarter to one-third 
grain doses, two or three times daily, will 
rapidly cause this symptom to subside. In 
occasional cases an astringent gargle, such 
as that composed of rhus glabra, will ac- 
celerate the disappearance of the conges- 
tion. 

The same form of mercury has also 
given the best results in the treatment of 
the mucous patch, but often the area of 
epithelial degeneration proves rebellious 
to treatment, and the occasional applica- 
tion of a 20- to 50-per-cent solution of 
nitrate of silver will be of material aid. 
In other cases where the silver salt is ap- 
parently of no value, chromic acid, ap- 
plied locally by moistening a few crystals 
on the end of an applicator tightly wound 
with cotton, often will cause the rapid 
disappearance of the patch. In the mu- 
cous patch seen well on during the early 
tertiary stage of syphilis mercury often 
is of no benefit, and in a few cases appar- 
ently aggravates the condition. Under 
these circumstances, three- to five-grain 
doses of potassium iodide will usually 
produce marked relief, and the necessity 
for local treatment, either with mineral 
astringents or with caustics, will be ob- 
viated. 
























The indications for treatment of the 
tertiary syphilitic ulceration demand most 
active measures, as the tissues break down 
almost within a few hours, and serious 
if not fatal consequences must necessarily 
ensue, unless the destructive process be 
checked within a very short time. Iodide 
of potash should be immediately exhibited 
in from 15- to 20-grain doses, three times 
daily, and increasing the amount by five- 
grain doses until a favorable action upon 
the syphilitic process is observed or toler- 
ance is reached. Frequently one, two, or 
three hundred grains daily will be neces- 
sary; the amount used should depend en- 
tirely upon the result obtained. At the 
same time mercury in the form of. the 
bichloride or protiodide should also be ad- 
ministered, and in severe cases, especially 
when the osseous tissue is beginning. to 
break down, it should be given either by 
hypodermic injection or inunction. Lo- 
cally necrosed bone should be removed 
when it has separated from the surround- 
ing tissues, exuberant granulations con- 
trolled, and a cleansing antiseptic mouth- 
wash may be ordered to remove the puru- 
lent débris. 


DACRYOCYSTITIS—MODERN TREAT- 
MENT. 


Siding with those who advocate a more 
rational and radical treatment in catar- 
thal affections of the lacrimal sac, 
WIENER (Medical Record, April 2, 1904) 
discusses especially the best treatment to 
pursue to abate in the quickest way a con- 
dition attended by such serious damage 
to the eye. 

If a stenosis of the lacrimal duct exists, 
dilate the puncta of the inferior canal- 
iculus with a conical-shaped sound, in or- 
der to introduce the nozzle of an Anel’s 
syringe. Should this not be possible, 
simply slit up the inferior canaliculus, and 
the introduction is now an easy matter. 
Inject a sterile physiological salt solution 
into the sac, and observe the direction 
which the fluid takes. If the stenosis is 
not very marked, almost all the fluid will 
pass into the nose, only a small portion 
appearing at the puncta above. If very 
much contracted, then only a small por- 
tion will appear in the nose, and the 
greater part in the eye. If the stricture 
is complete, none will pass into the nose. 
Examine the nose carefully and note the 
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condition. If in doubt, cocainize the in- 
ferior meatus, to ascertain whether this 
closure or constriction is due to a simple 
engorgement, or to actual hypertrophy of 
the parts. If an atrophic catarrh is found, 
the stricture is undoubtedly of a cicatri- 
cial. nature. 

If the case is of short duration, and 
only a partial stenosis ‘is present, a proper 
treatment of the nose, together with mas- 
sage and syringing of-the sac, will in a 
short time bring about a cure. In order 
to determine the nature of the stricture, 
employ the olive-shaped bougie of Kuhnt. 
In order not to do any damage to the 
mucous membrane of the sac, it is best 
to: slit up the inferior canaliculus. Ac- 
cording to the method of Kuhnt, ascer- 
tain at once the condition of the nasal 
duct. If there is a true organic stricture 
of not too long duration, and the contents 
of the sac are not purulent, resort to Pas- 
sow’s method of relief. This consists in a 
removal of the anterior portion of the 
inferior turbinated bone, its lacrimal pro- 
cess, together with the inferior turbinated 
crest on the superior maxillary bone, thus 
laying bare the membranous canal of the 
nasal duct. The nasal duct is then slit 
open, up to the neck of the sac. The en- 
tire operation is accomplished intranas- 
ally, under cocaine, in one or two sittings. 

If the patient and .physician possess an 
abundance of patience, syringing, mas- 
sage, and sounds may be employed for the 
severer cases. Some patients may recover 
under such treatment, but relapses will be 
frequent, and the risk of a corneal infec- 
tion must be borne in mind. It sometimes 
happens that in the newly-born infant a 
congenital atresia of the duct is observ- 
able, giving rise to a dacryocystoblennor- 
rhea. Here a slitting of the canaliculus 
and very careful probing, together with 
massage and syringing, brings about a 
cure. 

If the above treatment is of no avail, 
those who favor extirpation have estab- 
lished for themselves these indications: 
(1) In fistula of the lacrimal sac after 
long-continued suppuration (acute cases 
excepted). (2) In chronic blennorrhea 
of the sac, with or without ectasia. (3) In 
chronic catarrh of the sac with an organic 
stricture. (4) In chronic blennorrhea 


when disease of the bone with caries is 
present. (5) In relatively fresh cases of 
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blennorrhea, under the following condi- 
tions: (a) In ulcus serpens when the heal- 
ing is very much favored by an immedi- 
ate extirpation of the sac; (b) when an 
operation for cataract or glaucoma is con- 
templated; (c) in fresh injuries of the 
cornea. (6) Tuberculosis of the sac. 

In regard to the best way of destroying 
this sac, either the actual cautery or chem- 
ical reagents mean long-continued treat- 
ment, they are uncertain, and furthermore 
leave a scar which is ugly and unyielding. 

In experienced hands it is a simple pro- 
cedure. In the majority of cases no gen- 
eral anesthesia is necessary. The entire 
extirpation can be done under the influ- 
ence of cocaine and adrenalin, and with- 
out the slightest discomfort to the patient. 

A typical operation, with some slight 
modifications from the Schreiber and Ax- 
enfeld method, is the following one: Make 
an incision, half-moon-shaped in form, 
two and one-half centimeters in length, 
and about one-half centimeter from the 
inner canthus of the eye. The incision is 
begun just above the internal palpebral 
ligaments. At first it passes only through 
the skin and subcutaneous tissue. The 
edges of the wound are now held apart 
by means of a Mueller’s speculum. This 
answers the purpose of a retractor and 
assists very materially in controlling the 
hemorrhage. Should the hemorrhage be 
very profuse, then the use of the Axenfeld 
speculum, which holds apart the upper 
and lower edges of the wound, will be of 
great assistance. Now cut through the 
thin layer of muscle, then through the 
fibrous capsule; one comes directly upon 
the wall of the sac. Often it may not be 
possible to distinguish between these vari- 
ous layers, especially in old chronic cases, 
in which adhesions have already formed, 
from an extension of the process through 
the walls of the sac. If at all possible, 
and this can usually be accomplished if 
one is careful, do not open the sac, as a 
soiling of the wound with the contents 
of such a sac may produce an infection, 
and thus delay healing. The sac is care- 
fully dissected out with a dressing for- 
ceps and dull-pointed scissors. First, the 
inner wail is separated from the groove 
with the dull point of the scissors, then 
the sac is cut off above from the canal- 
iculi, and the posterior wall is detached. 
Now, holding the sac firmly at its upper 
end, the external wall is separated, and 
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the sac cut off close to the beginning of the 
nasal duct. If the sac has been entirely 
removed, there will be left a perfectly 
smooth cavity representing the lacrimal 
groove. With a small curette, establish 
a communication with the nose through 
the nasal duct. This serves for the slight 
drainage of the wound, which is neces- 
sary. Now close the wound with three or 
four sutures as is found necessary. Place 
upon the sutured wound a small roll of 
iodoform gauze, over this several layers 
of plain gauze, and then a firm pressure 
bandage. After two or three days the 
dressing is changed, and by the seventh 
day the healing is complete in a typical 
normal case. After three weeks it is al- 
most impossible to detect the area where 
the operative invasion has been made. In 
some cases it is not always possible to 
remove the sac im toto; it must be taken 
out piecemeal. Be most careful in these 
cases to search for each little portion of 
the sac. If only a small portion remains 
behind the wound will not heal. A dis- 
charge will make itself apparent either 
at the puncta or into the nose. A good 
procedure to follow, just before extirpat- 
ing what is believed to be the sac, is to 
pass a Bowman sound through the slit in- 
ferior canaliculus, and in this way deter- 
mine the exact position of the entrance of 
the canaliculi into the sac, the exact posi- 
tion of the sac, and its termination at the 
nasal duct. 

Statistics prove that extirpation of the 
sac for the above indications will posi- 
tively diminish the number of corneal in- 
fections. 





FRACTURE OF THE NECK OF THE [fE- 
MUR—NEW TREATMENT. 


The number of patients, crippled in 
vigorous life, who have sought treatment 
months or years after the injury, not 
merely for functional disability but for 
persistent discomfort and -pain, has stim- 
ulated Wuitman (Medical Record, 
March 19, 1904) to devise a treatment for 
fracture of the femur applicable to those 
well along in years. It is claimed for this 
new method that improved functional re- 
sults are far more likely to be obtained by 
it than by any other method. First sug- 
gested as particularly applicable to child- 
hood, the new measure is urged for all 
cases of fracture of the neck of the femur 
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in which local treatment is to be at- 
tempted. 

A piece of ordinary seamless shirting, 
such as is used for plaster jackets, about 
six feet in length, cut and sewed in a 
shape to cover the body and the limb, is 
first applied, and is fixed securely in place 
by bands passing over the shoulders. This 
is threaded with several long bandages, 
the “scratchers,” designed to keep the 
skin in good condition. It is also advis- 
able to insert a substantial “dinner pad.” 
The patient is’ then anesthetized and is 
placed in position for the application of 
the bandage. The head and shoulders 
may be conveniently supported on a box 
of proper length and about eight inches 
in height; the pelvis rests upon a sacral 
support. This is a thin plate of steel 
about the size of the hand, of a trowel or 
heart shape, carried on an upright bar 
fixed to a wide base or screwed to the end 
of the table. Such a support is almost in- 
dispensable, because it does not interfere 
with the proper application of the pos- 
terior surface of the spica, as do the blocks 
or other supports in common use. A 
wide, firm band of cloth is then carried 
about the perineum, the two ends of 
which, united over the shoulder and held 
by.an assistant, furnish counter-traction. 
If the fracture is incomplete, as is usual 
in young subjects, the limb under gentle 
traction is slowly abducted, an assistant 
at the same time abducting the sound 
limb to prevent the tilting upward of the 
pelvis, and to demonstrate the normal 
range. If the fracture is complete, the 
shortening is first entirely overcome by 
the traction and counter-traction. The 
limb in the extended attitude, under trac- 
tion, is slowly abducted by the assistant 
until the trochanter is fairly apposed to 
the side of the pelvis; the operator mean- 
while pressing the trochanter downward 
and inward. In some instances there is 
a distinct snap as the outer part of the 
neck slips beneath the rim of the acetab- 
ulum, and in any event the abduction is 
increased until the trochanter is firmly 
apposed to the side of the pelvis. In the 
first instance, the primary object of the 
abduction is by leverage against the up- 
per border of the acetabulum to overcome 
the deformity; in the second, by tension 
on the capsule to remove folds, to appose 
the fragments, and by actual contact of the 
bone with bone to oppose redisplacement. 
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The limb being held in this attitude, 
the pelvis, the ribs, the bony prominences 
of the knee and foot are protected with 
layers of sheet wadding, and the limb and 
body are then covered in carefully with 
cotton flannel bandages, which are in 
themselves a protection against pressure. 
A plaster spica is then applied, extending 
preferably from the mammary line to the 
toes. This should be drawn snugly about 
the hip, and, most important of all, should 
completely enclose and support the but- 
tock, not only to provide anteroposterior 
support, but to prevent the excoriations 
that are inevitable if the tissues are al- 
lowed to hang over the edge of the plas- 
ter. The insertion of thin strips of wood 
or iron about the hip and knee permits of 
a lighter bandage than would otherwise 
be possible. When the bandage is com- 
pleted it is carefully cut away to allow 
complete flexion of the sound limb, the 
shirting is drawn over the edges of the 
bandage, carrying beneath it the cotton, 
and is sewed preferably to an outer cover 
of shirting drawn over the bandage. Thus 
a smooth, even surface is apposed to the 
body, and. the skin may be kept in condi- 
tion by drawing the friction bandages 
back and forth at intervals. These band- 
ages, popularized: by Lorenz, are always 
placed beneath the body part of the spica, 
and with the exercise of a little ingenuity 
their use can be extended to the limb also, 

For greater precaution it may be ad- 
visable to cut openings in the plaster at 
all points where pressure is feared, and a 
part may be cut away from the front of 
the body part if the constriction is too 
great. 

As a rule, the support is comfortable 
because it is efficient, and it permits the 
necessary movements of the patient and 
even transportation from one couch to 
another without fear of displacing the 
fragments. In fact, the use of the plaster 
spica support in the treatment of adults 
is so common in orthopedic practice that 
it hardly needs discussion. It is true that 
its proper application requires some care 
and skill, but surely not greater than are 
demanded in other surgical emergencies, 
nor more than one has a right to expect 
from those who propose to treat this class 
of injuries. 

The long spica is most efficient in that 
it absolutely prevents rotation of the limb, 
but the short spica may be used in im- 
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pacted or incomplete cases, in which dis- 
placement is unlikely, or if a less burden- 
some support is desired. The steps in the 
application are the same, except that it is 
molded more accurately about the pelvic 
crests and the joint, and is made especially 
thick and strong. It is then cut away so 
that a band not more than four to six 
inches in width remains across the front 
of the abdomen. The lower extremity 
may be carried a little below the knee to 
fix the part more securely, or cut away to 
allow free movement at this joint, if de- 
sirable. 

The short spica permits the patient to 
assume a semireclining posture, and if the 
limb were during the application slightly 
flexed, it would allow the patient to as- 
sume practically the sitting posture. Such 
variations in technique might be required 
by the condition of the patient. 

If the long spica is used, it may at the 
end of four weeks be shortened to allow 
action at the knee, and at the end of 
eight weeks, or when it may appear that 
union is assured, it may be removed. 

At this time massage and passive and 
voluntary motion may be employed, regu- 
lated, of course, by the sensations of the 
patient. The limb should not be used to 
support weight for at least four months. 
A hip brace that will permit functional 
use by supporting a part or all of the body 
weight, combined with massage, is of 
course the ideal after-treatment. This is, 
however, not attainable for ordinary 
cases, and the best routine method is the 
use of a light, short plaster spica holding 
the limb in moderate abduction. At first 
the patient uses crutches, and resumes 
weight-bearing little by little. 

The best time for the application of the 
treatment is, of course, immediately after 
the injury, for with the comprehensive 
support of the entire limb, from the toes 
up, there is little danger of constriction. 
In fact, it is probable that in many in- 
stances the local swelling is aggravated 
by want of support, and that the persistent 
edema of the limb that is occasionally ob- 
served is secondary also. If, however, the 
bruising were extensive, sand-bags and 
traction might be employed as preliminary 
to the application of the fixed dressing. 
The question of after how long an inter- 
val treatment may be applied with hope 
of success is of far greater importance. It 
would seem that one could hardly hope to 
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break up an impaction after an interval 
of more than three months, but it would 
appear that in certain of the incomplete 
fractures consolidation is delayed for a 
long time, as is evidenced by the symp- 
toms of insecurity, and by the pain on 
motion of which the patient so often com- 
plains. The cases of cornplete separation 
in which the fragments have never been 
apposed might merit treatment at a much 
later time. 





ETHYL CHLORIDE AS A GENERAL AN- 
ESTHETIC AND IN GYNECOLOGY. 


In discussing anesthetics, MontTGom- 
ERY and BLanp (Journal of the American 
Medical Association, April 2, 1904) ex- 
press wonder that in view of the many 
advantages of ethyl chloride its salutary 
effects have been so long overlooked. One 
probable explanation for this is its exces- 
sive volatility, which renders it rather dif- 
ficult to utilize, and the associated ex- 
pense, which still renders its use unlikely 
in a general clinic. 

Physically, ethyl chloride is a clear, 
colorless liquid of rather pleasant odor, 
with an aroma somewhat similar to chlo- 
roform. It evaporates very rapidly at an 
ordinary room temperature, and therefore 
must be kept in hermetically sealed vehi- 
cles. The specific gravity of this sub- 
stance is 0.92. Its boiling point is 12.5° 
C. It is a highly combustible agent, and 
in burning emits a yellowish-green flame. 

The physiologic action of ethyl chlo- 
ride still remains a disputed question, 
though the teaching generally accepted is 
that at first the influence of the agent on 
the circulation increases the frequency of 
the pulse-beats. There is usually a slight 
decrease in arterial tension in patients 
with a normal circulatory apparatus, with 
no decided disturbance in the pulse-beat. 
There is a certain increase in the fre- 
quency of the pulsations at the beginning 
of the administration, but this is due to 
the pscychic disturbance of the patient 
and not to any direct action of the drug. 
Some investigators have observed that the 
respirations are generally stimulated both 
in frequency and depth, while a point to 
be emphasized is that very little irritation 
results from the administration of ethyl 
chloride on the respiratory mucous mem- 
brane. Furthermore, the distressing and 


























often embarrassing condition of excessive 
secretion is scarcely ever observed. 

As a general anesthetic, ethyl chloride 
is one of the safest agents now at the dis- 
posal of the practicing physician. Lotheis- 
sen asserts that statistics place chloride of 
ethyl next to chloroform in regard to its 
mortality, but from general statistics it 
may be that his convictions as to its safety 
have been fostered by the serious results 
obtained in one of his patients, and that 
his figures are far too high. The wide 
diversity of opinion concerning the safety 
of this drug as a general anesthetic is due, 
probably, to its comparative newness. It 
is believed that future experience will 
prove it to be decidedly safer than chloro- 
form, possibly safer than ether, and un- 
doubtedly safer than its sister anesthetic, 
bromide of ethyl. 

Ethyl chloride can be administered for 
the purpose of inducing general anesthe- 
sia by simply spraying it on a gauze com- 
press, although one of the specially de- 
vised inhalers may be used. A cone made 
of ordinary cardboard covered with gauze, 
with its base so constructed as to fit 
snugly over the face of the patient, has 
proved of good service. Several layers of 
gauze are secured over the opening over 
which the anesthetic is to be sprayed. A 
rapid evaporation or escape of the agent is 
prevented or minimized by placing a gauze 
pad over this. 

In administering ethyl chloride for the 
purpose of securing general narcosis, the 
patient should be prepared in the usual 
way. The cone is applied tightly over the 
patient’s face in order to prevent exces- 
sive intake of air, and the patient is then 
instructed to breathe naturally. The 
agent is sprayed on the cone more or less 
constantly from a tube with an opening 
sufficiently large to allow the agent to 
escape rapidly. If anesthesia is not ef- 
fected promptly, two tubes should be used. 

The time required for complete anes- 
thesia is usually from one-half minute to 
two minutes, perhaps longer in some 
cases. Operative anesthesia is always 
secured, though relaxation may be more 
marked in some cases than in others.. 

Used preliminary to the administration 
of ether, ethyl chloride rapidly overcomes 
the excitation resulting from the first 
Stage of ether narcosis. It undoubtedly 
decreases the amount of ether required, 
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and therefore to a certain extent combats 
post-etherization nausea and vomiting. 
Patients have remained under the influ- 
ence of the anesthetic as long as fifty-four 
minutes, and under its influence hyster- 
ectomy and the various combined opera- 
tions on the pelvic floor and intrapelvic 
viscera have been performed. 

In gynecologic work, ethyl chloride al- 
lays the pain, and relieves muscular con- 
traction in abdominal pelvic examina- 
tions, its employment frequently permit- 
ting an accurate diagnosis in what would 
otherwise be an obscure case. The short 
time required for anesthesia, the rapidity 
with which the patient recovers from its 
effects, and the decreased tendency to 
nausea and vomiting, allow its employ- 
ment in office practice, with the assur- 
ance that the patient can return home 
without the need of prolonged attention. 

The same indications lead to its em- 
ployment in all operations of a minor 
character, where prolonged anesthesia 
is not required. In enfeebled patients 
needing vaginal incision for pelvic drain- 
age it is an ideal agent, for it need not be 
administered until everything is ready for 
the incision, so that the patient is under 
its influence only a few minutes. 

Probably it is most effective as a pre- 
liminary to the use of ether or chloro- 
form, by which the distress and sensa- 
tion of asphyxia produced by these agents 
is avoided. A nervous woman may be 
brought quickly under the influence of the 
ethyl chloride, and the ether or chloro- 
form follow without the patient experi- 
encing the usual discomfort of an anes- 
thetic, and consequently without a strug- 
gle. Her convalescence from its effect is 
more rapid because she has not under- 
gone so thorough a saturation. 

The principal disadvantages of the 
agent as a general anesthetic are: 

1. The patient passes under and out of 
its influence so quickly that the adminis- 
trator must be unusually careful to avoid 
profound anesthesia or the emergence 
from its effects at an important stage of 
the operation. 

2. The cost of the drug excludes its 
use in a general clinic, though the in- 
creased employment of this agent which 
must follow the general recognition of its 
value will doubtless result in a reduction 
of its price. 
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PERFORATED GASTRIC ULCER—SUR- 
GICAL TREATMENT, 


When it is remembered that gastric 
ulcers, either open or cicatrized, are found 
in 5 per cent of all autopsies, and that per- 
foration occurs in about 6% per cent of 
all gastric ulcers, with mortality medi- 
cally 95 per cent, and surgically 50 per 
cent, it is manifest, Boyp (Jntercolonial 
Medical Journal of Australasia, Feb. 20, 
1904) remarks, that the diagnosis of this 
condition is of the highest importance. 

It is not maintained that the diagnosis 
is invariably easy; on the contrary, it is 
sometimes exceedingly difficult, but a 
knowledge of the usual clinical features 
and a careful examination should result 
in its more frequent recognition. 

Perforation most commonly takes place 
on the anterior wall, generally nearer the 
lesser curvature than the greater, and 
more frequently nearer the cardiac than 
the pyloric end of the stomach. In most 
cases there will be obtained a history of 
the ordinary symptoms of gastric ulcer, 
but perforation may occur in a patient 
apparently in good health, and from 
whom no interrogation will elicit any 
symptoms of gastric disturbances. 

The patient is seized suddenly with an 
attack of intense abdominal pain, usually 
so severe as to cause faintness. The pain 
is frequently referred to the epigastrium 
or the left hypochondrium ; to the abdomen 
indefinitely ; or sometimes (probably when 
the ulcer is in the posterior wall) to the 
back between the shoulders or under the 
left shoulder blade. The situation of the 
pain is no guide to the position of the 
perforation. Where there has been a free 
escape of stomach contents, the pain is 
often most marked in the lower abdomen. 
There is usually vomiting, not frequently 
repeated, small in amount; it may be 
blood-stained. The pain is in most cases 
intolerable. The patient is found lying in 
bed, probably with the thighs flexed. The 
face is pale, pinched, and expressive of 
great pain and anxiety; the forehead is 
moist and clammy, and the pulse is quick, 
small, and wiry. 

The abdominal walls are found to be 
almost motionless, the respiration being 
entirely thoracic, and on palpation there 
is a peculiar board-like rigidity which is 
almost pathognomonic of the perforation 
of a hollow viscus. The great importance 
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of this physical sign emphasizes the neces- 
sity of its early observance. It is due to 
the perforation of a hollow viscus, with 
the escape of gas and fluid contents into 
the general peritoneal cavity. Should an 
injection .of morphine be administered, 
the patient may very quickly become com- 
paratively comfortable, and the rigidity 
less marked; thus rendering subsequent 
diagnosis difficult, or perhaps impossible. 

In the 50 consecutive cases reported by 
English, liver dulness is noted in 48; it 
was normal in 11, completely absent in 
12, and diminished in 20. 

There are cases preceded by more or 
less indefinite premonitory symptoms, 
such as pain, sickness, faintness, and some 
collapse, but before many days a more ex- 
tensive rupture and escape of stomach con- 
tents into the peritoneal cavity may take 
place, and be followed by the usual well 
marked symptoms and signs. This is more 
likely to occur when the ulcer is situated 
on the posterior wall. In one such case 
premonitory symptoms were present for 
three days before the final rupture, when 
the escape of gas and stomach contents 
through the foramen of Winslow, with 
typical signs, enabled a diagnosis to be 
made, and the case was successfully treat- 
ed by laparotomy. 

It must be admitted that all the symp- 
toms and physical signs of perforation 
may be present, and yet no perforation be 
found on opening the abdomen. Such 
cases should not prevent an exploratory 
incision in all grave but doubtful cases. 
With modern methods it involves no risk, 
except to diagnostic reputation. 

In the surgical treatment of perforated 
gastric ulcer the first essential, according 
to Moore (Intercolonial Medical Journal 
of Australasia, February 20, 1904), is im- 
mediate operation. 

As these patients are generally suffer- 
ing more or less from shock, they should 
be kept warm. They should, as a rule, 
be placed on a warm operating table. An 
enema of saline solution and _ brandy 
should be given. Sometimes, on account 
of the pain, an injection of morphine will 
have to be given, which is not a disadvan- 
tage, provided the diagnosis has been def- 
initely made before. 

The incision should be in the midline, 
from ensiform almost to umbilicus. As 
a rule, immediately on opening the abdo- 
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men, the fact of a perforation having oc- 
curred is revealed by the escape of gas, 
or by the presence of turbid fluid, or by 
both these conditions. Make a short in- 
cision then, midway between the umbili- 
cus and the pubes; pass the end of a tube, 
attached to a large irrigator containing 
warm normal saline solution, to the bot- 
tom of the pelvis and allow the fluid to 
flow. 

The opening in the stomach is now 
sought. If, as appears generally to be 
the case, the perforation is on the anterior 
surface of the stomach, the affected part 
can easily be drawn out through the up- 
per incision, and the opening closed while 
the lotion is freely flowing into and out 
of the abdominal cavity. If the perfora- 
tion is situated posteriorly, it will be nec- 
essary to stop the irrigation until the open- 
ing is found, possibly until it has been 
sutured. It may be necessary, too, in or- 
der to deal effectively with an opening in 
the posterior wall of the stomach, to make 
a transverse incision from the midline 
through the left rectus muscle. 

The ulcer should never be excised. 
Simply invert its edges by means of Lem- 
bert’s sutures, deeply placed, reénforcing 
the first with a second row. The sutures 
should be of silk. They are best inserted 
by means of an ordinary bowel needle. At 
times, especially when the ulcer is on the 
posterior surface, and when it is near the 
cardiac end, short round needles, straight 
from the eye-end almost to the point, and 
slightly curved near the point, are a great 
advantage, used with a_needle-holder. 
With them it is possible to close a perfor- 
ation at the cardiac end on the posterior 
surface easily and accurately. When there 
is much difficulty in closing the perfora- 


tion securely (especially if the ulcer is’ 


large) an omental graft may prove ser- 
viceable. 

Except when the perforation is on the 
posterior surface, or very near the cardiac 
end on the anterior surface, the irrigator 
should be run all the time while the per- 
foration is being closed; the abdominal 
cavity will be almost perfectly cleansed by 
the time the suturing of the stomach is 
completed. It will still be necessary to 
make sure that the renal fosse and the 
regions about the spleen and liver have 
been thoroughly cleansed. If it has been 
necessary to stop the irrigator, much more 
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time will have to be expended in com- 
pletely washing out the abdomen. 

It is always necessary to drain, but in 
favorable cases drainage may be dispensed 
with quickly. A Keith’s tube (glass) 
placed in the bottom of the pelvis, with 
a gauze wick through it, is sufficient for 
the lower abdomen; and a fairly large 
rubber tube passed down near to the per- 
foration and packed around with gauze 
is the best method for draining the upper 
part. There may still be some risk of the 
lateral parts not being adequately drained, 
but it will rarely be necessary to adopt 
special drainage for them. 

The dressings require changing in less 
than twenty-four hours, as there is a copi- 
ous discharge of fluid from the abdomen. 
The amount of the discharge quickly les- 
sens, remaining or soon becoming clear. 
In forty-eight hours the glass tube is re- 
moved from the lower wound, and the 
rubber tube from the upper. The gauze 
is still left in the upper wound, but is 
gradually withdrawn, a piece being cut 
off daily until the last of it is removed in 
about a week after the operation. The 
sutures are removed in about twelve days. 

On the operating table an enema of a 
pint of saline solution with an ounce or 
even an ounce and a half of brandy is 
given; and saline enemata, with half an 
ounce or an ounce of brandy, are after- 
ward given every four hours. The saline 
and brandy, at about the temperature of 
the body, are rapidly absorbed. These 
patients as a rule are terribly thirsty at 
first, and are constantly asking for drinks; 
but as the enemata are absorbed the thirst 
gradually wears off. After three or four 
days a little sterilized water may be given; 
then, gradually, sterilized milk, broth, 
etc., until in the second week semisolid 
farinaceous food may be safely given. In 
a little over a fortnight the patient may 
be allowed to sit up, and soon any food 
may be taken. 





LACERATION OF THE CERVIX—REPAIR- 
ING. 


Holding that there are two periods 
when the conditions for repair of the torn 
cervix are as wrong as they can be—just 
after delivery, and months or years later 
—Dicxinson (New York Medical Jour- 
nal and Philadelphia Medical Journal, 
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March 26, 1904) calls attention to his 
practice. 

Cervical injuries are sutured at the 
close of labor, when they seem to be the 
cause of postpartum hemorrhage. In the 
first week all cervical tears are sewn up, 
in conjunction with the perineal operation, 
when the pelvic floor‘injury is of such a 
character that a few days’ delay is desir- 
able. 

Severe injuries to the cervix should be 
restored from the third to the tenth day 
after delivery. After the tenth day granu- 
lation tissue makes the original injury 
harder to outline accurately, and a curette 
is needed after the seventh day to clear the 
wound surfaces. Earlier a bit of gauze 
in a forceps or covering the “stick sponge” 
will clear the raw surface effectively. 
Nearly restored to its original shape, but 
of a size to handle easily through a vulva 
still wel! relaxed, the cervix is in the best 
conditi¢ possible. The needles slip 
through softened tissues, and approxima- 
tion is readier and quicker than at any 
other period of the career of a tear. Chro- 
micized catgut of a trustworthy make has 
given satisfaction at this stage, although 
it may not always do so if used just after 
labor, because soaking and softening can 
open even a triple tie. Plain gut is best 
not used here. As further involution will 
occur, the tied sutures should sink a little 
into the tissues. 








Reviews. 








Mopern OputHatmotocy. A Practical Treatise 
on the Anatomy, Physiolcgy and Diseases of 
the Eye. By James Moores Ball, M.D., Pro- 
fessor of Ophthalmology in the St, Louis 
College of Physicians and Surgeons. With 
417 Illustrations in the Text and Numerous 
Figures on 21 Colored Plates, nearly all 
Original. 


This book has been written by five 
authors, the major portion of it by Dr. 
Ball, and the remainder by Dr. William 
Zentmayer, who contributes the chapter 
on “Anomalies of the Muscular Appa- 
ratus;” Dr. J. C. Knipe, who describes 
“The Ocular Symptoms of Nervous 


Diseases ;” Dr. William T. Shoemaker, 
whose subject is “Diseases of the Orbit ;” 
Dr. John T. Krall, who has prepared 
the chapter on “Errors of Refraction;” 
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Dr. Harold G. Goldberg, who has written 
on “The Hygiene of the Eyes;” and Dr, 
W. E. Fischer, who records ‘‘The Meth- 
ods Employed in the Microscopic Exam- 
ination of the Eye.” 

Dr. Ball believes that embryology, 
anatomy, physiology, and diseases of the 
eye should be combined in one volume, 
and has therefore considered all of the 
topics named. Separate chapters on An- 
atomy, Physiology, and Embryology, 
necessarily much abridged, are not usu- 
ally satisfactory in any ordinary text- 
book, although they belong to a system 
of diseases of the eye. However, Dr. 
Ball has done the work very well, and 
the essentials of the topics discussed are 
clearly stated. 

He very modestly remarks in his pref- 
ace that the illustrations may be worthy 
of mention. Certainly they are, not only 
of mention but of high praise. The col- 
ored pictures illustrating external dis- 
eases and ophthalmoscopic appearances 
have been reproduced from a series of 
water-colors made by Miss: Margaretta 
Washington. Author, artist, and pub- 
lisher are heartily to be congratulated on 
the excellence of the work. Throughout 
the entire book one is struck with the con- 
scientious care with which the authors 
have prepared their subject-matter, and 
the thoroughness with which they have 
examined and utilized the literature of 
ophthalmology. 

The chapters written by Dr. William 
Zentmayer and Dr. William T. Shoe- 
maker are particularly worthy of praise. 
In spite of the fact that they of necessity 
have been limited as to space, they have 
covered all of the essentials of the sub- 
jects assigned to them in a clear, schol- 
arly, and satisfactory manner. 

Dr. Knipe has not been so fortunate, 
it would seem, in describing the ocular 
symptoms of nervous diseases, but it is 
extremely difficult for any one to make a 
satisfactory exposition of this subject, 
which could easily fill an entire book, on 
fifteen pages. Some of his statements 
require modification. For example, he 
remarks that “in all cases of hysteric am- 
aurosis the pupil reacts normally to 
light, and this serves to differentiate it 
from other forms of blindness.” In 
point of fact, it is well known that com- 
plete immobility of the pupil to light re- 
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action may be part of the symptomatology 
of a hysteric attack and of hysteric blind- 
ness, and this statement, which so often 
finds its way into text-books, is entirely 
inaccurate. So, too, it surely is not 
right to say that general paresis is rarely 
accompanied by optic nerve atrophy. 
Even a conservative estimate shows the 
presence of well marked atrophy in fully 
eight per cent of patients afflicted with 
general paralysis of the insane, and in a 
much higher percentage decoloration of 
the disk and the signs of beginning gray 
degeneration are evident. Nevertheless, 
considering the fact of the limited space 
granted this author, in many of his de- 
scriptions he has succeeded very well in 
condensing the main facts of medical 
ophthalmoscopy. 

We submit that in a work as preten- 
tious as this the author of the chapter on 
“Errors of Refraction” has not been 
given a space commensurate with the 
importance of his subject. Surely in a 
work of 790 pages more than 46 pages 
should have been given to the errors of 
refraction, which every day assume more 
importance. So far as the reviewer has 
been able to see, Dr. Krall’s recommen- 
dations are usually sound and his de- 
scriptions accurate, although many would 
disagree with him in his method of pre- 
scribing glasses—that is to say, his method 
of arriving at the portion. of the total 
spherical correction which should be 
ordered. In point of fact, in all modern 
text-books there ought to be much more 
detailed description not only of the meth- 
ods of arriving at a correct estimate of 
refractive error, but of the practical meth- 
ods of prescribing glasses, and while it is 
true, as Dr. Krall very properly points 
out, that each case must be studied by 
itself, and that no hard and fast rule can 
be given, after a rule is stated there should 
he no difficulty in describing the cases 
that are constantly met with in office 
practice which form exceptions to the 
rule. We believe that many of the rare 
forms of external ocular disease and un- 
common fundus lesions might be rele- 
gated to a subordinate position, and the 
space thus gained devoted to what may 
be called the clinical side of refractive 
work. Seventy-five per cent of the pa- 
tients who come for relief of eye troubles 
require some form of optical therapeu- 


tics, in the widest acceptation of this term, 
to bring them desired relief. If this 
statement be correct, then it is surely 
right to maintain that not only in this 
text-book, but in all others more 
space should be given to the practical 
side of refractive work and to the enor- 
mous influence which eye-strain wields 
in modern life. 

In general terms clinical ophthalmology 
—that is to say, diseases of the eye—is 
well described, and the recommendations 
are sound. Dr. Joseph Grindon and Dr. 
A. H. Ohmann-Dumesnil have assisted 
Dr. Ball in the preparation of the der- 
matological diseases of the eyelids, and 
there is a much more elaborate descrip- 
tion in this respect than is commonly 
found in text-books. 

Naturally there is some overlapping 
where so many authors have contributed 
to one book—for example, in the “Phys- 
iology of Vision and the Anomalies of 
the Ocular Muscles”—or, to speak more 
accurately, some repetition of statement; 
but as the subjects are important there 
can be no harm in this except that it in- 
creases the bulkiness of the book. We 
congratulate Dr. Ball and his collabora- 
tors on the completion of their labors and 
the excellence of the results achieved. We 
predict for the book a hearty reception, 
which it deserves. 


INTERNATIONAL Cuinics. A Quarterly of Illus- 
trated Lectures and Original Articles. Edited 
by A. O. J. Kelly, AM., M.D. Volume II, 
Fourteenth Series, 1904. 

Philadelphia: The J. B. Lippincott Co. 
1904. 


The first 128 pages of the present vol- 
ume are devoted to the consideration of 
diseases of warm climates. Amongst 
these articles we note particularly an ar- 
ticle by Dr. Kanellis, of Athens, Greece, 
upon the Etiology of Bilious Hemoglo- 
binuric Fever, and another one by Dr. 
William Krauss, of Memphis, upon Ma- 
larial Hemoglobinuria. These subjects, 
with that of Uncinariasis by Dr. Allen J. 
Smith, will probably interest our readers 
who live in the South more than any other 
articles in the volume. In the article 
dealing with treatment perhaps the most 
interesting is that upon valvular cardiac 
disease with broken compensation, while 
in surgery the non-operative treatment of 
ankylosed joints by Dr. Rugh will per- 
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haps prove most interesting to the gen- 
eral surgeon. Another article of general 
interest is that upon Intestinal Obstruc- 
tion in Children, by Dr. C. G. Cumston. 

The volume maintains the high charac- 
ter of its predecessors. 


A Rererence HANDBOOK OF THE MeEpIcaL Sci- 
ENCES. By Various Writers. Edited by Al- 
bert H. Buck, M.D. Volume VIII. Copiously 
Illustrated. 

New York: William Wood & Co., 1904. 


These volumes, which we have taken 
pleasure in noticing from time to time as 
they have appeared, have now come to a 
conclusion with the eighth, which goes 
to the end of the alphabet. We wish, 
first of all, to congratulate Dr. Buck upon 
the completion of a task of such magni- 
tude that no one, save one who has at- 
tempted something of the same kind, can 
appreciate. It is sometimes easy to get 
together in one volume a number of emi- 
nent contributors who, by reason of their 
prominence in their individual lines, are 
capable of producing a work of unusual 
merit. When more than one volume is 
to appear the difficulty is greatly in- 
creased, and when no less than eight vol- 
umes, containing approximately eight 
hundred pages each, are prepared, the 
labor is tremendous. Those of our read- 
ers who are not acquainted with this 
work should speedily put themselves in 
the way of becoming thoroughly familiar 
with its value, for it can be truly said 
that the doctor who has never heard of 
Buck’s Reference Handbook of the Medi- 
cal Sciences cannot consider himself thor- 
oughly in touch with the literature of his 
profession. Amongst the articles which 
strike us as being particularly valuable in 
the present volume is that upon “Peri- 
tonitis,’ which is contributed by Dr. 
Warthin, which covers many pages. 

More than half of the present volume 
is devoted to an appendix, in which a 
large number of subjects not included in 
the preceding volumes are formally con- 
sidered, beginning with Alaska and end- 
ing with a chapter upon Yellow Fever, 
although the first half of the volume con- 
tains another article upon this disease. 
The first is by Dr. Finlay, and the second 
by Dr. Juan Guiteras. 

The illustrations, as, for example, those 
showing the protozo6n-like bodies found 
in scarlet fever, are exceedingly well exe- 
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cuted. Many of our readers will be inter- 
ested, too, in the article which deals with 
“Physicians,” and which considers almost 
everything of interest to the physician in 
his relation to the law and the relative 
number of physicians to the existing pop- 
ulation. Illustrating this article is a map 
of the United States showing the ratio 
of physicians to the population per 10,000 
inhabitants. It is interesting to note that 
in Ohio, Indiana, Iowa, and California 
the proportion is highest, more than 20 
per 10,000; that in Oklahoma and the 
Indian Territory it is apparently less than 
5 per 10,000. New York and Pennsyl- 
vania give a proportion of about 13 per 
10,000. 

We cordially congratulate the editor, 
Dr. Buck, and the publishers, Messrs. 
William Wood & Co., on the completion 
of this most excellent encyclopedia of 
medical information. 








Correspondence. 








LONDON LETTER. 





By Georce F. Stitt, M.A., M.D., F.R.C.P. 





Amongst the scientific lectures of the 
year, the Goulstonian Lectures, which are 
delivered annually before the Royal Col- 
lege of Physicians in London, are often 
of special interest inasmuch as they com- 
monly deal with aspects of disease which, 
if not altogether new, at any rate are not 
yet hackneyed. By the terms of its 
foundation, nearly three hundred years 
old, this Lectureship must be conferred 
on one of the four youngest of the Fel- 
lows, and in the present year it fell to Dr. 
R. Hutchison, whose lectures on disor- 
ders of the blood and blood-forming or- 
gans in early life were a most admirable 
contribution to this difficult subject. I 
can only mention here some of the more 
practical points to which he referred. In 
infancy there is a comparative poverty 
of hemoglobin, so that the blood approxi- 
mates to the condition of chlorosis; this 
explains in part why anemia so easily oc- 
curs at this period of life—the physiolog- 
ical state of the blood borders on the 
pathological, and is easily converted into 
it. Again, the red marrow of the bones, 
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in- which formation of red cells takes 
place, occupies the whole shaft of the long 
bones in infancy, while in adults it occu- 
pies only a portion of the shaft; therefore 
when any special call for greater produc- 
tion of red cells occurs the red marrow 
can and does extend further along the 
shaft of the bone in the adult—+.e., the 
area of production is extended to meet the 
special requirement—whereas in an in- 
fant any such extension is impossible, for 
the area of production is already as large 
in extent as it can be made; hence in in- 
fancy hemorrhage is stood badly, and 
anemia occurs on very slight provocation. 

An interesting suggestion was con- 
veyed by the term “congenital abnormali- 
ties of the blood.” Is it possible that in 
some cases—for instance, in those curious 
cases of infantilism where an infantile 
state of body persists long after the char- 
acteristics of a later age should have ap- 
peared—the blood retains the peculiar 
characters which it has in infancy? Is 
there such a condition as congenital 
anemia? What is the significance of 
those cases in which a child is cyanosed 
from birth and the blood shows excess of 
red corpuscles and of hemoglobin? 

Among abnormal conditions of the 
blood the lecturer classed infantile 
scurvy; and apropos of this disease he 
recorded some important observations on 
treatment. It has long been known that 
the juice of fresh fruits acts as a power- 
ful antiscorbutic, but it is still uncertain 
what particular constituent of the juice 
has this remedial effect. By experiment 
it was found that the uncrystallizable part 
of the fruit juice is quite inert in infantile 
scurvy; it seems certain therefore that 
the crystalline part—that is, the salts— 
must be the curative agent, and accord- 
ingly potassium tartrate, potassium cit- 
rate, and potassium malate were tried in 
individual cases. These salts were found 
to have some power of restraining the 
disease, but not nearly so effectively as 
the natural juice. 

Dr. Hutchison dealt also with the so- 
called “thymic asthma,” the cases in 
which infants and sometimes older chil- 
dren have died suddenly, and hypertrophy 
of the thymus has been credited with the 
causation of this fatal asphyxia. He 
points out very wisely that different ob- 
servers have estimated the normal weight 


of the thymus at such startlingly different 
figures that it would be very difficult to 
say when a thymus is to be considered 
hypertrophied. Perhaps it would have 
been well if he had included amongst the 
various theories dealing with the relation 
between the thymus and the sudden death 
in these cases the view, which might be 
supported quite as well as some others, 
that there is no relation at all. 

The connection between the Egyptian 
god of medicine, I-em-hotep, and the 
treatment of heart disease is at first sight 
not very obvious; but the Harveian ora- 
tion a few days ago solved the riddle by 
showing that the followers of that bene- 
ficent cult studied affections of the heart 
some thousands of years ago, although 
their treatment was not in all respects up 
to the latest improvements. It may be 
feared that, like the Athenians, we still 
spend a great part of our time in seeking 
after some new thing; but recently there 
seems to be a reaction in favor of seek- 
ing after things old, and Dr. Caton, who 
apparently is not unmindful of that mix- 
ture of utile dulci which Horace recom- 
mended, gave a most charming account 
of medicine in early Egypt before he 
passed on to consider the preventive 
treatment of valvular disease. Why, he 
asked, should the heart fail to recover 
completely, while the joints almost al- 
ways do well, after acute rheumatism? 
If a knee or elbow with acute rheumatic 
inflammation were flexed and extended 
sixty or eighty times a minute, would it 
recover as it does? The heart fails to 
recover simply because absolute rest is 
impossible; but it is possible at least to 
insure a great diminution of its work, 
and in this, Dr. Caton considers, does our 
chance lie of preventing permanent dam- 
age to the heart. The patient should be 
kept lying down with the head at a low 
level; sleep should be secured; and all 
excitement prevented. Sodium or potas- 
sium iodide should be given not merely 
to promote absorption of the inflamma- 
tory products in the valve, but also to 
lower vascular tension and so relieve the 
heart of work. But no drug treatment is 
nearly so important as rest in the recum- 
bent position, and this rest must last not 
one week or two, but many; moreover, if 
it is to do any good rest must be en- 
forced while the endocarditis is still in its 
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early active stage, not later, when the 
damage in the valves is unalterable. Dr. 
Caton said he had seldom found difficulty 
in persuading patients to submit to this 
prolonged rest when it was pointed out to 
them that they might hope for complete 
recovery if only they would carry out this 
advice. - His results with such treatment 
had been striking ; the number of cases of 
permanent heart disease after endocar- 
ditis had been greatly reduced; and for 
his own part he would consider it actually 
“immoral” to omit such measures in any 
case of recent endocarditis. 

A meeting in connection with some 
local friendly societies, which act as provi- 
dent clubs to which the artisan class sub- 
scribe for assistance in time of sickness, 
was the occasion of some interesting re- 
marks by Dr. Newsholine, of Brighton, 
on the effects of alcoholic liquor drink- 
ing upon the funds of such societies. 
There are two prominent factors in the 
mortality amongst males between the 
ages of twenty-five and sixty-five: The 
one is tuberculosis; 29 per cent of the 
deaths at this age are due to phthisis, and 
as this entails usually a prolonged illness 
it makes a correspondingly large demand 
upon the resources of the club or society ; 
it was shown by statistics that 12 per 
cent of the funds of these societies is ex- 
pended upon cases of phthisis. The other 
as alcoholism, which, although it might 
seem to be a comparatively insignificant 
factor at first sight, is really a most im- 
portant cause of sickness and death, and 
so constitutes a drain upon the income of 
these provident clubs. According to 
death certificates only 7 per cent of the 
deaths among males at this age are due 
to cirrhosis, but such an estimate does not, 
for obvious reasons, represent the true 
mortality from the drinking of alcohol, 
which may cause death directly or indi- 
rectly in many other ways which are not 
recorded as the result of alcoholism. Dr. 
Newsholine stated that according to the 
statistics of one insurance society, for 
every 100 males who took alcoholic 
liquors and died between the ages of 
twenty-five and sixty, only 60 total ab- 
stainers died; he argued from this that 
even moderate drinking of alcohol dimin- 
ishes a man’s chance of long life. He 
thought that 30 per cent of the total mor- 
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tality amongst males at the ages men- 
tioned might safely be attributed to alco- 
hol, and he pointed out that the man who 
frequents the bars of public-houses ex- 
poses himself not only to the risks of al- 
cohol, but also to the risk of tubercular 
infection, which is necessarily great 
where so much spitting occurs. 

Infant mortality, in spite of many ef- 
forts to reduce it, remains appallingly 
high in London, and there can be no 
doubt that Sir James Crichton-Browne, 
addressing the Sanitary Inspectors’ As- 
sociation, was perfectly correct in at- 
tributing this mortality very largely to 
the use of proprietary foods. He said 
that 75 per cent of the infants who die 
within the first twelve months have been 
fed artificially. This waste of life has 
been attributed to defective sanitary con- 
ditions, but these, he said, have now been 
shown to have very little influence upon 
infant mortality. It is the use of the 
various proprietary foods which is respon- 
sible for most of the mischief. People 
like to use foods which sitmnply require the 


addition of a little water to a powder, it 


is so simple and saves so much trouble; 
but if they realized that the result is 
anemia, rickets, scurvy, or loss of power 
of resistance to disease, they would be less 
ready to use these dangerous substitutes 
for fresh milk. 

The Royal Society held its annual con- 
versazione a few days ago. As usual 
there were wonderful curiosities from all 
departments of scientific research. I 
know of nothing more calculated to hum- 
ble the pride of intellect than a visit to 
one of- these displays at Burlington 
House, where the most learned scientist 
as he passes from the few exhibits which 
deal with his own small corner of the 
great world of science must needs be a 
mere ignoramus in regard to almost every 
other discovery represented there. Dr. A. 
E. Wright has devised a means for mea- 
suring the resistance of an organism to 
tubercle bacilli; it depends on the number 
of bacilli which are found to be ingested 
by the phagocytes; one of these was 
shown having actually enclosed several 
bacilli. The “kammatograph” is a curi- 
ous modification of the kinematograph, 
for reproducing in photograph the slow 
movements of plants; for example, the 
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opening of buds which might occupy 
several days was reproduced in motion 
lasting only a few seconds. 

I hope in my next letter to give some 
account of two congresses which have 
just taken place—one in London and one 
in Edinburgh—on the subject of “home 
relief,” a broad term meant to include all 
that concerns the improvement of condi- 
tions of life amongst the sick poor at 
home. Many practical points of treat- 
ment were discussed, which I think may 
be of interest to all medical men. 

As I am closing this letter I hear that 
amongst the honors conferred in com- 
memoration of the King’s birthday, 
knighthood has been given to Dr., now Sir, 
Thomas Stevenson, whose skill as a 
scientific analyst has played so famous a 
part in the detection of many of the most 
notorious criminals. The medical profes- 
sion will appreciate this as a well merited 
honor. 
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By R. H. Turner, M.D. (Paris). 





At a recent meeting of the Society of 
Surgery Dr. Mignon cited a most interest- 
ing observation of a soldier who had a 
fracture of the anterior portion of the base 
of the skull. The condition of the patient, 
which was at first satisfactory, grew stead- 
ily worse, and on the fourteenth day all 
the symptoms of meningitis were apparent. 
Dr. Mignon trephined both temporal 
fosse, evacuated a large extradural effu- 
sion of blood on the right side, incised the 
dura mater, and drained with two tubes 
pushed underneath the brain. There was 
improvement after the first day, and on 
the twelfth day the patient was able to get 
up. He is now completely cured, but he 
has lost his sense of smell and the use of 
his right eye. A lumbar puncture had fur- 
nished some liquid, which showed a viru- 
lent culture of pneumococci. 

The following case of sudden death 
after a hypodermic injection of glycerin- 
ated extract of adrenal capsules shows 
how careful one must be in using this new 
product. The patient was a woman forty- 
one years old, suffering from mucomem- 
branous enteritis; she was weak and thin, 
with a dark skin, and had tachycardia. 
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Dr. Dubois, who was treating the patient, 
injected every day two cubic centimeters 
of a glycerinated extract. Five injections 
were thus made, and seemed to have some 
influence on the condition of the patient. 
After waiting four days the physician 
made a sixth injection. The patient sud- 
denly grew pale, made an effort to vomit, 
and then died. 

It is wel] known how long and tedious 
the treatment of tined capitis is usually, 
lasting sometimes as long as eighteen 
months. Dr. Sabourand, whose work on 
this subject as well as on other diseases of 
the scalp is so well known, has employed 
radiotherapy recently, and has had most 
excellent results from its use. He has 
been able to shorten the period of treat- 
ment to about three months. All the de- 
tails of this treatment are set forth in the 
Revue pratique des maladies cutaneés, 
syphilitiques et vénériennes, Paris, Febru- 
ary 1, 1904. 

Dr. Josué, physician of the Paris Hos- 
pitals, has recently published in the Presse 
Médicale an important article on the 
causes of atheroma. It is generally 
thought that this lesion is caused by arte- 
riosclerosis of the small arteries which 
nourish the larger trunks, but histological 


researches carried out of late seem to dis- ° 


prove this. Dr. Josué has given injections 
of adrenalin to rabbits, and has found that 
repeated injections of this drug produce 
atheroma of the aorta. In three antopsies 
of patients who had atheroma it was 
found that the suprarenal capsules were 
enlarged and modified more or less in their 
structure. According to Dr. Josué, the 
real cause of atheroma may be after all a 
lesion of these organs. 

The Pasteur Institute has just lost its 
director, Duclaux, who was the successor 
of Pasteur. Duclaux had first of all 
studied physics and chemistry. Later 
he was an opponent of Pasteur, but be- 
came converted to his ideas, and was 
an important writer in the Annals of the 
Pasteur Institute. His chief work was a 
four-volume treatise on microbiology. 
His death was caused by apoplexy, of 
which he had already had an attack two 
years ago. 

A new drug called gomenol has been 
found most efficacious in the treatment of 
tuberculous cystitis. Professor Guyon has 
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recently declared in one of his clinical les- 
sons that it produces better results than 
guaiacol. It should be used in the follow- 
ing manner: A one-in-ten solution of 
gomenol in oil is prepared. The bladder 
should first of all be washed out most 
carefully with boric acid solution, only a 
small amount being injected each time. 
The solution of gomenol is then injected, 
only 4 to 5 cubic.centimeters being thrown 
up into the bladder twice a day. A still 
better preparation is a solution of oil and 
gomenol with two per cent of anesthesiné. 
Dr. Duhot has tried this and found it 
most efficacious. 

Drs. Babinski and Boisseau have been 
treating two patients suffering from in- 
continence of urine by lumbar puncture, 
and have obtained a cure in each case. The 
first patient was a girl seventeen years old 
who had suffered from incontinence since 
the age of seven. A single puncture, by 
which 15 cubic centimeters was drawn off, 
removed all symptoms for eight days. 
She then suffered from incontinence twice 
in four days. A second puncture was 
then made. The fifth and seventh days 
there was some incontinence, but since 
then during the last two months there 
has been no recurrence of this disorder. 
The second patient is affected with syphi- 
lis and is suffering from organic spas- 
modic paraplegia, and has both urinary 
and fecal incontinence. A puncture with 
withdrawal of 15 cubic centimeters was 
made, and during the following eight 
days there was no incontinence. Two 
other cases are published by Dr. Babin- 
ski in which the good results are of too 
recent occurrence to justify pronouncing 
them absolute cures. 

Dr. Lop, of Marseilles, has been em- 
ploying chloride of ethyl in obstetrics with 
excellent results. During the last three 
years he has employed this drug in forty 
cases, and with unfailing success. He has 
been able to keep the patient under its 
influence sometimes as long as thirty min- 
utes. The advantages offered by this 
method of producing narcosis are that it 
acts quickly, is quite inoffensive, and the 
patient wakes up very readily and can 
take food or drink very shortly after. 

At a recent meeting of the Society of 
Dermatology Drs. Brocq, Bisserié, and 
Belot presented a series of patients who 
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had been treated by x-rays for cancer of " 
the face. These patients seemed to be © 
quite cured, but Dr. Brocq remarked that © 
all that could be said was that they seemed | 
to be cured. ; 
Drs. Pastean and Erybischoff have re- § 
cently obtained an excellent result with © 
Edebohls’s operation in an acute case of 
Bright’s disease seen in Dr. Guyon’s sery- 
ice. The patient was a woman twenty- © 
one years old, passing only 30 grammes 
of urine a day, and with double hema- 
turia. The day the operation was done ~ 
the vomiting ceased, the amount of urine © 
excreted was 650 grammes, the general | 
condition improved, and at present the 
patient is following no special regimen. | 
At a recent meeting of the Society of 
Obstetrics there was quite a long discus- 
sion on spasm of the pylorus in infants, 
and its present treatment in America by % 
an operation. Drs. Mery and Guillemot = 
related three cases of gastric intolerance © 
in which the condition was due to spasm 
of the pylorus. By changing the food and 
giving the child a nurse, a good result 
was obtained. Dr. Lepage said he did 
not easily understand the opinion, which 
was of English and American origin, that 
such disorders of the digestion were due 
to a spasm of the pylorus, and he believes 
the repeated vomiting due to a bad condi- 
tion of the milk. Drs. Bouffe and Pinard 
agreed with him. As for Dr. Lucas 
Championniére, he has often seen this | 
spasm of the pylorus, which can be treated 7 
medically. 
Dr. Delearde, of Lille, has been em- 
ploying iodine in tuberculosis with fair 
results. He gives twice a day a large 
spoonful of the following preparation: 
Tincture of iodine, 20 grammes; 
Iodide of potassium, 2 grammes; 
Glycerin, 40 grammes; 


Syrup of bitter oranges, 50 grammes; 
Water, q. s. ad 1000 grammes. 


At a recent meeting of the Society of 
Surgery there was a long discussion on 
the danger of using camphorated naph- 


thol in closed cavities. Dr. Guinard had 
cited at a previous meeting a case where 
death took place within three-quarters of J 
an hour after the injection. The general | 
consensus of opinion was that injections 
containing naphthol or iodoform are 
rather dangerous, and best avoided. 
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